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EDITORIAL 


Public Health and Medical Anthropology 


Public health physicians have much they could learn from medical anthropology. Perhaps 
medical anthropologists have less to gain from public health - except for those valuable, if 
sometimes compromising, openings for jobs. 


Both specialities are concerned with the structure of ‘their’ societies and the interrelationships 
of people within them. Both focus on individuals and groups within these societies, 
examining how people view life and its vicissitudes, how they cope with illness and death, 
and how the services for those who are injured, diseased and disabled have been developed 
and are perceived. 


The medical anthropologist then analyses the findings against a rich backcloth of historical 
and contemporary data sources, ethnographies, academic theories (both robust and tentative) 
and arm-chair speculation. Though usually involved with fairly small and defined 
populations, anthropologists may well be able to provide authoritative advice about the 
communities, their social structure and their ideas, attitudes and activities which are related 
to health and illness. They can provide greater understanding of present situations but also 
predict to a certain extent how planned changes may affect local people and be seen by them. 
Having published the research however, it may prove difficult to persuade others to follow 
it up unless it is specifically seen as an applied anthropology project. It may be that the fruits 
of the labour languish in a library awaiting some new impetus from another researcher 
looking for comparative data or an interesting angle on their own work. 


By contrast public health medicine relies on a wide variety of other disciplines for its 
theoretical basis. Apart from the more clinical ones, notably epidemiology, there are medical 
sociology, social history, political and organisational theory, social geography and health 
economics in the armamentarium. Seemingly bereft of particular theories or grand ideas of 
its Own, it does have one major asset: an established position of potential power through 
which it should be possible to use the results of local studies to engineer social change for 
the benefit of members of the population. 


This power base keeps changing, of course. Sixty years ago the Medical Officer of Health 
(MOH) held sway over large numbers of local authority and clinical staff - district nurses, 
health visitors, midwives, doctors and others working in government hospitals and clinics, 
social and welfare workers, environmental health and housing. With the coming of the 
National Health Service and, later, the separation of community health from local authorities, 
much of the empire disappeared. For a short while, from 1982, the MOH, then District 
Medical Officer (DMO), was tucked in nicely with the District Administrator, Finance 
Officer, Nurse, Consultant and General Practitioner, all set to pursue the egalitarian ideal of 
consensus management. Where it worked it often worked well but within two years came 
another change with the introduction of general management. The DMO, then Director of 


Public Health, if not a manager in his or her own right, was dependent on local attitudes and 
circumstances as to whether or not the post was marginalised. Legitimation came in 1988 
with a government circular instructing health authorities to: review the health of the 
population; identify areas for improvement; define policy aims; set service objectives; decide 
on the appropriate use of resources; and monitor progress towards achieving the aims. To do 
this they were to obtain advice from a designated DPH who should produce an annual report 
on the local population’s health and health care needs. Thus, for the moment, public health 
physicians are well placed to act as agents for change and as intermediaries between local 
people and those who plan, purchase and provide health services. Lest they misuse the 
opportunity and become again somewhat marginalised and in limbo it is important that they 
make every effort to listen to and understand the ideas, needs, wants and preferences of the 
communities they serve and the staff who work there. The input of skills and expertise of 
medical anthropologists can be of great value in this work. 


There are many areas where their anthropological insights could be useful - bringing their 
knowledge to bear on, for example, stigmatising practices, communication and compliance, 
reciprocity, institutional care, social disadvantage, power structures, the use of ritual, religion 
and change; whether it be in a town or a hospital, medical anthropologists can provide 
understanding and advice on how best to work with local people or staff to achieve better 
health and better health care. 


One problem is that much of the work of a public health department is not well-rounded, 
relatively slow, in-depth research, but is fairly superficial, quick and dirty, rapid in response, 
apparently authoritative but often built on somewhat shaky ground. The more departments 
can develop comprehensive and academically robust libraries of good local research backed 
by advice and help of qualified social scientists the more they will be able to use their 
privileged positions of power to improve health. Despite the problems of fragmentation or 
lack of choice, high cost, bureaucratisation and inequality which appear to be associated with 
the the introduction of the internal market, there are a great many opportunities for improving 
the quality of care. 


Authorities and GP fund-holders must use their resources as best they can to purchase health 
care for local residents. They have to consider health needs: possible changes in the levels 
and patterns of care (due to demographic changes, new treatments and technology, greater 
access to alternative therapies and models of care); finance; collaboration with GPs, local 
authority staff and others; the needs of special, more vulnerable groups in the population who 
may require extra support; and the involvement of individuals, families, carers and others in 
decision-making and in monitoring the services. 


Light (1) has suggested: "....the British reforms are on one hand the most sweeping attempt 
to transform government hierarchies into markets, but on the other hand the most sweeping 
attempt to restructure services towards the health needs of a population with problems of 
ageing, chronicity, and poverty. It is an odd contradictory mix... I think the first prong is 
bound to increase costs and reduce productivity. But the second prong of the reforms 
deserves every policy-maker’s attention despite its flaws." 


As medical anthropologists and as public health workers we know that societies exhibit wide 
variation in the way that health care is perceived and provided. We need to ensure that 
however it is shaped in Britain it becomes truly "fit for purpose", and that is experienced and 
recognised as such by local people and the staff who care for them. 


JANE JACKSON 
Redbridge & Waltham Forest Health Authority 
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SHORT ARTICLES 


Hospice and the Holistic Alternative 


CAROL MACCORMACK , 
Department of Anthropology, Bryn Mawr College, U.S.A. 


One of my Hospice patients recently died. When I had been asked to give her companionship 
She was suicidal. Cancer had spread into her bones, she could no longer walk, pain was 
intense, and her husband had gone away on a long holiday. In all possible ways she felt 
forsaken, and death was near. Under Hospice care her world began to change. Nurses, a 
volunteer like myself, and others stopped by often to give physical care in a spirit of loving 
kindness. Although the dosage of morphine was huge, her pain was under control - under her 
control because he could give herself a bolus when pain peaked. Sophia’s mind was alert and 
we discussed in detail the book she had finished a fortnight before I met her. We explored 
the depression Ph.D candidates (and others) often experience when the thesis (or a book) is 
finished. She introduced her extended family through stories about their strengths and foibles. 
"Sally and the Brillo Pad" (Sally and her rather abrasive young man) was especially merry. 
Her husband reappeared, his egocentricity laid aside. She told me her dreams and we explored 
possible meanings. With little energy for speaking, her language became especially rich in 
metaphor. By stages her thoughts of the past, the very good times of the past, fell away. Her 
concerns for the future also fell away and she began to live intensely in the present moment. 
She was comfortable, and cared for by people who enjoyed being with her. Her natural 
honesty intensified; clear, sharp, with a rather crystalline aesthetic. Time and again she 
remarked how much she enjoyed this time in her life. Although her physical condition was 
dire, she lived on month after month. Her husband and children moved beyond the kind of 
grief that is understandable self-pity for the loss that was coming. Instead of a daughter in 
tears and a husband in anger, there were honest loving good-byes. Then Sophia died, having 
ennobled all the lives she touched. 


My current Hospice patient is a young man of 32 with AIDS. He has just been brought home 
to be cared for by his mother.At first impression, Mum has little to sustain her but coffee, 
cigarettes and television. But Hospice has taught her to give very complex care to her son, 
and I admire her sure competence in managing a complicated regimen of pharmaceutical and 
hygiene. She is dealing with her adored son’s mood shifts with a wry sense of humour. 
Hospice nurses come and often remain an hour, spending most of the time at the kitchen table 
listening, and teaching practical skills to her. Where my first impression was that the grieving 
process might tip Mum into a perilous state, I as now watching her grow constructively 
through her shock and grief, and her son’s death will not trigger the next medical emergency. 


The holistic alternative is appearing from all quarters; from the new age fringe and from 
within the heartland of medicine itself. Dame Cecily Sauders, the key figure in this 
contemporary renaissance of Hospice, a respected physician, has called Hospice "hard 
medicine with a human face". For her it is the best of professional medicine with an 


awareness of the complexity of the human spirit. It gives careful attention to the many kinds 
of gifts and needs the patient, family, and care givers have. 


Those two cases illustrate some of the ways Hospice, in giving holistic care, is shifting the 
medical paradigm. The meaning of healing has been extended far beyond the concept of 
curing a disease. Healing also means skills in reconciling and deepening relationships within 
a family, easing the pain of dying, or allowing a person to die when they feel ready and when 
those dear to them give permission to leave. Dying people are offered time and space to be 
themselves, including withdrawing when their focus of energy shifts. The bereaved are given 
sustained aftercare. Hospice is characterized by openness in dealing with death and expertise 
in pain control. Care is given in a team of professional and lay people, which includes family, 
friends and the patient. The team, which blurs distinctions between different kinds of 
professionals, and includes those with no professional certificates at all, acts out the holistic 
concern. The non-hierarchical term ‘caregiver’ refers to all, from doctor to volunteer. 
Whenever possible, care is given at home where the patient and primary care giver (kin or 
friend) are central in decision taking, literally on their own ground. With this kind of care, 
the question of assisted suicide tends to disappear, and the meaning of hope is broadened. 
Most of us have been socialized by Western cultures to think of hope only in terms of cure, 
but in this new view we begin to see the hopeful possibilities in living a good death. 
Margaret, whose life had been full of many bold adventures, began to recognize her 
pilgrimage and welcome death as a further adventure. When patient and family have a leading 
role in defining and managing the dying process they may feel empowered, with enough 
strength to embark upon the pilgrimage. 


In the tradition of good medicine, Hospice has a preventive focus and much systematic 
attention is given to identifying a spouse or other person who is becoming at risk during the 
caring and grieving process. The literature on psychoneuroimmunology is relevant. Paradox 
rather than medical certainty is tolerated, and grieving is recognized as both dangerous and 
therapeutic, the hero’s journey. 


In Western ‘death denying’ cultures, Hospice provides time, space and companionship for 
considering the deeper meanings of living and dying. One may move outside the familiar 
culture for insight, as when Sophia and I read from the Upanishads. Also, the dying and 
bereaved from diverse ethnic backgrounds may have much to teach those whose culture has 
taught them few rituals and concepts to guide dying. In my local area there is need for 
Spanish speaking Hospice volunteers, and in time people from the more than 50 ethnic groups 
residing locally may come under Hospice care. When one Hmong refugee died, her husband 
massaged and kissed her body, from the top of the head down to the feet. He kissed the end 
of her toes, then left without looking back. We might wish to consider a range of alternative 
gestures of love and respect, how to facilitate another’s spiritual release, or how to deal with 
benevolent and malevolent aspects of the spiritual realm. These are not ‘foreign’ concerns as 
I well know from being with a Christian patient terrified by the church’s teaching on sin and 
salvation, malevolent and benevolent spirits locked in battle for her soul. As caregivers ponder 
the meaning of such things their views may shift beyond the narrow confines of medical 
certainty, no longer satisfied with T.H. Huxley’s persuasive view that biological and mental 
events are reducible to physical events, which in turn are reducible to empirical properties of 
matter and energy. 


Huxley’s worldview, the orthodoxy of cosmopolitan medicine, has spread throughout the 
world. But the hegemony of that view may be waning. A possible measure is the spread of 
the Hospice movement itself, to more than 60 countries in the world. It only began to be an 
organized alternative in the United States in the early 1970s, but now there are more than 
2000 local Hospice organizations giving training and care in that country. In Western 
countries, interest in holistic alternatives is certainly part of the revolt against Cartesian 
dualism. Just by its name, Hospice invites us to look back to medieval times when mind, 
body and spirit were joined. In the medieval period there were about 750 hospices in England, 
40 in Paris, 30 in Florence, and countless others throughout Europe. Hospices literally offered 
hospitality to the sick and dying, women in labour, the needy poor, orphans and pilgrims. The 
Latin term hospes means both host and guest, connoting the process of caring interaction. The 
sick and those who cared for them reached out to each other as pilgrims who know they share 
the same suffering and joy of being human. 


There was a hospice in the port of Rome 2000 years ago to care for pilgrims returning from 
Africa, and one at Turmanin in Syria in A.D. 475. The White Knights of the 11th century, 
the Benedictines, and other orders founded them. In modern times the Sisters of Charity in 
Dublin had been offering hospice care for 100 years before Dr Cecily Sauders began St 
Christopher’s Hospice in London. The emphasis has shifted from in-patient facilities to home 
care whenever possible, but Hospice continues the tradition of offering care to the exhausted. 
Patients are exhausted by grave illness, and caregivers, especially frail kin or friend, become 
exhausted as well. With keen awareness for all causes of social, psychological, spiritual and 
physical pain, patients and those dear to them are helped to live to the fullest in the months 
or weeks remaining. 


If the contemporary focus in caregiving is changing, we might expect the medical profession 
to be the last to change their prescription lenses. However, Hospice provides a kind of back 
door in-service training for professionals. It works closely with the patient’s general 
practitioner and often consultant specialist as well, who may learn better scientific methods 
of pain control, and may be gently guided toward relearning aspects of the profession’s 
ancient tradition of caring. In my local area a few medical students are electing a brief period 
of Hospice training, but these are still very small gains in humanizing medical training. More 
than a decade ago the Wilkes Report recommended a terminal care component in the British 
medical curriculum, however little space in the curriculum was found, and traditional medical 
training continues to lead some to the false expectation that all disease should be conquered 
and doctors should pursue every means to prolong life. When doctors finally realize they 
cannot save a patient they may feel themselves to be a ‘failure’. It is a pity to cause that kind 
of stress in doctors whose basic inclination is to be kind and Caring. 


Medical students are still overwhelmingly rewarded for their ability to perform technical 
procedures, make diagnoses and prescribe curative therapies. The ability to just be present 
with another person is not overtly valued in the training process. Our dominant scientific 
worldview does not encourage those students to consider that one person might profoundly 
influence another through simple touch, thought, intent or prayer. Mainstream professional 
journals tend to reject manuscripts dealing with these subtle aspects of medical care. With this 
preparatory training it is not surprising that a study in Colorado indicated that doctors who 
are with a dying patient often feel physically uncomfortable. The nature of medical training 
helps to give insight into why some doctors are reluctant to revise treatment from aggressive 
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curative therapy to palliative care, or why they refer a patient to Hospice so late that the 
patient dies within hours of a few days, without time to benefit from an holistic approach. 
Those keeping faith with their medical training find cooperation difficult with Hospice nurses 
(who usually know more about pain control than they do) and the rest of the care team once 
a referral is made. 


Because most physicians have not worked with alternative approaches to care they are often 
unaware of how these approaches may be helpful. For example, I have observe a nurse take 
quietly begin to massage a disturbed dying woman, leaving her peaceful and aware, rather 
than muffled in drugs. The nurse, of course, did not learn massage in her professional 
training, but when she went to the alternative sector with an aching back. For both doctors 
and nurses, individuals who become curious about alternatives are often deterred by orthodox 
medical concepts of care, and concerns for peer censure of those who deviate from orthodoxy. 
In the United States in particular, peer censure may be very harsh. In Britain and other 
countries with a national health service, physicians are perhaps more relaxed about sharing 
power with social workers, chaplains, nurses, volunteers, family and patients because their 
livelihood is not threatened, and their clinical load is lightened. 


Hospice has the potential for allowing professionals to drop their mask, stop the rush of the 
day, and back off for a moment to see life as a whole. They report that even fleeting 
moments of loving kindness tend to be remembered after the many hours of rush and 
professional anxiety are forgotten. The word ‘professional’ originally meant the profession 
of a faith, not the attainment of technical skills. It is the faith,’ or the meaning and value in 
living and dying, which is under re-examination. 


(reprinted by permission of the editor of Social Science and Medicine) 
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Anthropology and Medicine: Initiations and Interactions 


MITCHELL WEISS 
The Clarke Institute of Psychiatry and University of Toronto, Canada 


Over the past several decades new conceptual frameworks, intellectual activities and 
professional opportunities have increased the appeal of medical anthropology for 
anthropologists. Recognition of the special needs of minorities, refugees and immigrants, and 
experience in international health and development have also motivated health professionals 
to study medical anthropology, enabling them to challenge the limits of constraining 
biomedical paradigms and enhance the repertoire and effectiveness of clinical skills, especially 
in multicultural settings. The initial entry of clinical anthropology into medical curricula is 
now more than a decade behind us (1), at least in some institutions; and anthropologists work 
in many clinical settings. Attention to social theory, as opposed to the aims of clinical 
practice, has also fostered development of critical medical anthropology, which focuses on 
analysis of the socio-medical context and political economy, rather than clinical medical 
practice. 


While the potential for these "clinical" and "critical" orientations to complement one another 
enlivens the field, identifying important questions and generating controversy (2), the 
competitive rather than complementary aspect of these world views has made their 
relationship contentious (3,4,5). A symposium of the Society for Medical Anthropology at 
the 1987 meetings of the American Anthropological Association, entitled "Toward a Critical 
Clinical Anthropology," recognized and analyzed the "rift within medical anthropology 
between those who work within medicine and those who study medicine from without." In 
their preface to the published proceedings of the Symposium Wright and Johnson (6) also 
identified "tension, indeed, even some outright hostility in the discipline between those who 
work on a daily basis in clinical settings, and those who view health problems in the context 
of global political and economic forces". 


This relationship between anthropologists working in clinical settings and those outside is 
comparable to the relationship of clinical anthropologists and other clinicians they work with. 
Ironically, anthropologists may find themselves on both sides of the same debates on the same 
day in different conferences. The effort to bridge the two perspectives has itself become an 
aim of emerging theory, which some feel may further fragment the field (5), but the intensity 


of the debate highlights the importance of a special relationship between anthropology and 
medicine. 


Why is it that medicine and not other fields - such as law, business, engineering or religion- 
has fostered so special a relationship with anthropology? A response to this question might 
consider the opportunities for mutual advantage that alliances between the two disciplines 
offer and the social and historical conditions that allow such an alliance to take root and 
flourish (7). It might also consider the appeal of medicine as an exceptional profession by 
virtue of its "singular degree of economic power and cultural authority" (8). In this paper, 
however, I will compare the experience of training and the particular initiation experiences 
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of doctors and socio-cultural anthropologists that mark the entry into their respective 
professions. Comparing the experience of doctors and anthropologists as they earn their 
credentials helps to explain affinities that link the two fields and commonalities in the 
professional identity of anthropologists and doctors, as well as the nature of the impasse that 
troubles so many of their interactions. 


Medical Training 


From their study of first- and second-year Harvard medical students Good and Good (9) 
identify competence and caring as central issues as these students begin their medical training 
and throughout. Questions about competence ultimately refer to fear that some day a patient 
will die or fall prey to some other tragedy because of something the student should have 
known and done, but didn’t. Medical training aims to provide students with the skills they 
need to analyze, intervene, manage and in some cases, cure. Ideally, it provides a framework 
for responding to a clinical problem that validates one’s professional identity and enhances 
self-esteem by helping someone in need of medical care. As they are enculturated and 
identify with the aims and values of their profession, students undergo a process of 
transformation. The importance of becoming competent and effective physicians may 
generate tension between professional values of biomedical competence and humanistic 
caring. 


Early experiences with a cadaver in the anatomy laboratory present a student with the first 
patient, one who is all body, no psyche, without any knowable family and one who endures 
all invasions without protest in the service of the student’s education. Decontextualizing the 
cadaver from the person enables a student to proceed with the dissection. Psychosocial issues 
at this point refer not to this patient, but to the student, as he or she learns that professional 
relationships may be completely different from any relationships known previously. Later, 
the student learns how to elicit a detailed clinical history, complete a physical examination 
and draw blood, ways of interacting with people consistent with professional aims and values 
as the transformation into medical professional proceeds. 


From students’ accounts of their experience dissecting cadavers in anatomy class, Lella and 
Pawluch (10) conclude that "little explicit attention is paid by teachers to the possibility that 
such work might arouse feelings and thoughts in students other than those related to objective 
learning" (11). One of the student essays they quote articulates concerns about the conflict 
that this experience in anatomy class highlights between caring and efforts to achieve 
competence: 


It worried me that the cadaver could so quickly cease to bother me at all. 
Deep down, I was disappointed with myself for ’losing touch’ with my 
feelings so easily. Would I end up just as easily setting aside the 
compassion I might feel towards my patients as well[?] (12). 


The introduction to one’s first patient in the anatomy class and the emphasis on biochemistry, 
physiology and other basic sciences in the biomedical curriculum pose a dilemma for "caring" 
by inculcating regard at the outset for the primacy of the patient as body and physiological 
processes, a dilemma that courses in social medicine, behavioral medicine and the 
introduction to clinical medicine may confront later by providing alternative models of the 
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biopsychosocial person, the explanatory model framework and population-based models of 
health and disease. 


The transformation that takes place during undergraduate medical education fixes the student’s 
identity as a doctor strongly enough to endure the challenges that may arise during the 
hardship of the initiation that will follow, the internship, which is a rite of passage necessary 
for a licence to practice medicine in the United States. Leonard Groopman’s (13) informative 
analysis of his own experience as an intern, like others, highlights the arduous work schedule, 
particularly in the intensive care unit (ICU), where patients are most likely to be unconscious 
and perceived by sleep-deprived interns as a collection of biological functions that require 
attention, technology and suppression of the impulse to ponder the wisdom of the decision 
to mobilize such biomedical technology. A simplified reformulation of competence reduces 
here to a matter of completing work-ups, procedures and notes without hurting someone and 
with enough time left to snatch precious moments of sleep and endure the call schedule. 
Clinical improvement sufficient to warrant a patient’s discharge is the standard that measures 
success. 


Groopman describes the internship as the approximation of "the total institution." The hours 
spent in the hospital, where one also eats and sleeps, make it a replacement for home; social 
relationships among colleagues within the team approximate a new family, which 
communicates in a characteristic vernacular that may demean patients, especially those who 
are most difficult to treat effectively. When the system functions poorly, conditions that the 
interns perceive as dehumanizing and insensitive to their own needs evoke responses that are 
in turn dehumanizing, insensitive, angry and confused. Cynicism, frustration, powerlessness, 
and guilt characterize the prevailing mood of these interns. The need to deal with the current 
clinical problem and move on to the next is nearly inescapable. Groopman’s essay concludes 
by emphasizing the impact of this experience: 


House officer training, and internship in particular, is the crucial Stage in 
moral education. It is then that the medical student with an MD is 
transformed into the physician with a license; then that he takes on the 
responsibility of medical decisions; then that he learns to work with 
colleagues; then that he develops a style of relating to patients. Some of 
what his moral education has taught him during this brief but intense 
period he will later partially unlearn but he can never fully forget, 
because the personal cost has been so high (14). 


Anthropological Training 


Like medical students and interns, the initiate anthropologist fieldworker enters a setting and 
interacts with subjects in a manner totally different from any previous social relationships. 
These are relationships that a professional identity makes plausible, though mysterious and 
inaccessible to others except for colleagues. For the anthropologist, however, informants 
provide access to the community. Only collectively do they reveal culture, unlike individual 
patients whose immediate problems challenge professional competence. For the ethnographer, 
it is primarily cultural diversity, rather than individual variation, that arouses professional 
interest. Each subject enriches knowledge of the larger community, the web of relations, 
beliefs and practices. In a critique of postmodernist anthropological writing, arguing that it 
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has abandoned this ideal, Jonathan Spencer articulates the aims of this ethnographic 
representation of culture: "The great strength of fieldwork in Anglo-American anthropology 
has lain in the fieldworker’s ability to relate specific representations to a rich context of 
social, cultural and historical knowledge" (15). 


Coursework teaches the subject matter of the discipline during a period in which a 
professional identity emerges, embodying values, ideology and a commitment to the discipline 
in sufficient measure to weather the ordeal of fieldwork that is to come. Although the 
premises, methods and style of writing ethnography have become an increasingly important 
topic (16,17,18), anthropologists rarely write about or discuss publicly the personal experience 
of fieldwork. Carole Hill (19) is among the few who have analyzed the socialization of 
anthropologists with reference to her own experience beginning ethnographic field research. 
"Fieldwork is an integral part of the socialization and can be seen as a rather sacred’ activity 
through which all potential anthropologists must pass. Consequently, it can be called a rite 
of passage after which the initiate is incorporated into the profession of anthropology" (20). 
Like the internship for a doctor, this initiation approaches the last step to be completed before 
obtaining professional credentials. 


The experience of fieldwork may be filled with psychological distress, self-doubt and 
ambivalence comparable to the internship Groopman describes. Similar questions may arise 
about one’s commitment to the field and the rationale requiring one to undergo this particular 
rite of passage in this way. Hill quotes her own fieldnotes written during such a period: 


I ask myself why I am submitting myself for a year to a way of life that is 
‘primitive.’? ... Many people take up different careers later in life. 
Perhaps I can find a job teaching eventually or maybe work on a degree 
in archaeology or history. I have learned a lot from anthropology but I 
may give it up and start anew (21). 


Professional values prevailed over ambivalence, and like her medical counterparts, after the 
initiation experience was over, she acknowledged its value but raised the question of reform. 
Citing Malinowski’s diary, she was keenly aware that even for the most esteemed 
ethnographers, fieldwork was not unalloyed pleasure. She described her experience in a 
professional journal, asserting that the hardships she endured could be tempered; she 
challenged the premise that "fieldwork should be an ’initiation of suffering’" (22). Hill 
criticizes the prevailing "anthropological ethic" that makes it taboo to discuss problems and 
shortcomings with the technique of participant observation. 


Although ethnographic fieldwork, like the medical internship, establishes the basis for an 
ésprit de corps among colleagues afterwards, the anthropologist fieldworker does not have the 
benefits of the "total institution," which provides the camaraderie and support of fellow 
travellers during the medical internship. Even before the initiation experience, graduate 
education in the arts and sciences, which requires students to select a unique dissertation 
topic, is typically a more solitary experience than medical education, where members of a 
larger class make their way through a relatively standard curriculum. 


Medical faculty may also suppress overt criticism through similar tacit cues or overt 
humiliation. Groopman illustrates this point, recounting the circumstances when the assistant 
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chief of medicine responded to dissent with a reprimand when an intern protested about 
routines of the ICU in a logbook that was supposedly open for all comments. Groopman’s 
intern colleagues, however, and students in many medical schools can ventilate frustrations 
in a traditional class show that permits and encourages creative ridicule of personalities and 
the system, a burlesque production in which the normal hierarchy of authority is suspended, 
and anyone and everything is allegedly fair game. 


For initiates during periods of stress, ambivalence characterizes not only their relationship 
with the faculty and their own professional identity, but also the relationship with the 
community the anthropologist studies and with patients the clinician treats. Ethnographers 
struggle with questions about their relationship to the communities where they do their 
research and the extent to which this relationship is exploitive (23), even applied 
anthropologists who aim explicitly to facilitate helpful interventions (24). Hill’s notes also 
provide examples of what she refers to as role conflict and culture shock, producing what in 
retrospect seemed to be unrealistic fears that the community resented her and wanted her to 
leave. Groopman’s analysis indicates the metaphors of the house officers’ vernacular attribute 
antagonistic qualities to patients: to be "hit" with another admission, to be "hurt badly" by 
a busy night on call. 


It is noteworthy that the work of the solitary anthropologist emphasizes the community over 
particular individuals. The clinician, whose initiation provides a "total institution,” learns to 
value the importance of a competent response to the needs of individual patients. Physicians 
typically pursue any interest in population-based medicine after clinical training by opting for 
additional training in public health. For the clinician, appreciating individual differences, 
especially differences among patients with the same pathology, sustains clinical interest in 
much the same way an anthropologist sustains professional interest by studying ethnographic 
comparisons. 


Discussion and Conclusions 


The nature and intensity of the experience that initiates them into their professions helps to 
explain the distinctive orientations, professional values and interactions between 
anthropologists and physicians. Ideologies of anthropologists may challenge dyadic clinical 
paradigms that enabled physicians to endure their professional initiation and function 
effectively. Despite the expanded range of options for social analysis such ideologies may 
offer, physicians are likely to experience them as disempowering if these ideologies devalue 
the conceptual basis of clinical practice without providing an acceptable alternative. Concerns 
about competence and effectiveness in managing clinical consultations are too deeply rooted 
to dismiss casually. Working in clinical settings, medical anthropologists and anthropologist- 
physicians replace narrow biomedical paradigms with others that incorporate pertinent 


ethnographic information and weigh the experience and impact of illness on the patient and 
social network. 


The focus on community and thick description acquired from ethnographic training identifies 
alternative aims and professional values. For the medial ethnographer, interviewing 
informants provides data that must be related to historical, political, economic and social 
determinants of suffering and well-being that explain what is happening in the community, 
not just in the clinic. Trained in such a tradition of social analysis, an anthropologist is likely 
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to experience dyadic clinical paradigms as disempowering and inimical to the preferred focus 
on the larger picture. Working in academic settings, anthropologist-physicians and medical 
anthropologists engage in specialized ethnographic research and macrosocial analysis informed 
by expertise acquired from training in health and medical sciences. 


Appreciating fundamental differences in the conceptual basis of each profession and the 
process that inculcates professional values helps to explain why professionals of either 
discipline may feel ancillary and disvalued when they work in the domain of the other. 
Medical anthropologists and anthropologist-physicians are in a unique position to interpret 
aims, concepts and values of each discipline for their colleagues. Maintaining the special 
relationship between anthropology and medicine and ensuring that it remains mutually 
productive requires no less than that. 
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Sociology, Anthropology and Health: Issues of Compatibility 


GRAHAM SCAMBLER 
University College London 


Medical anthropologists, much like medical sociologists, seem prone to self-reflection and 
critique, as recent past issues of this journal illustrate. On the whole I take this to be a 
mature and endearing feature of our sub-disciplines, and not evidence of shared 
psychopathology. But Roland Littlewood’s piece on "biosocial anthropology" versus medical 
sociology (1) requires response: in a roundabout, knockabout sort of a way it raises some 
important "issues of compatibility”. 


At one level Littlewood’s paper represents a kind of free associating around convictions that 
medical anthropology is fun and medical sociology tedious. To understand it at other levels, 
however, it may be helpful to distinguish, with Habermas, between "strategic" and 
"communicative" action, where the former refers to "action oriented to success" and the latter 
to "action oriented to understanding". Littlewood’s contribution, like most tongue-in-cheek 
polemical pieces, is strategic rather than communicative. Most conspicuously strategic is the 
treatment of his underlying theme that medical anthropology has the potential, if its 
practitioners play their cards right, to succeed in establishing a teaching and research dialogue 
with physicians and medical and nurse students where medical sociology has failed. After 
all: "Anthropology currently seems more attractive - interested in personal experience rather 
than grand theory, lucid rather than encoded in jargon; and I would suggest a number of 
other binary oppositions - exotic/proletarian, optimistic/persecutory, promising/denying, 
romantic/dull. As William James might have said, more buzz" (2). Indeed, there is 
apparently something irresistible about Littlewood’s field, with "large numbers of health 
workers now taking time away from their professional disciplines to engage with 
anthropology"; moreover, "there must be five times as many doctors who have studied 
anthropology as have done sociology” (3). 


Much of this need not detain us. While I and my colleagues would I am sure recognize and 
celebrate the intellectual challenge, potential and excitement of an as yet small but expanding 
sub-discipline of medical anthropology - perhaps not altogether happily characterized as 
“interested in personal experience", "lucid", "exotic", "optimistic", "promising" and "romantic" 
- we would certainly balk at the summary dismissal of our own sub-discipline as "interested 
in grand theory", "encoded in jargon", "proletarian", "persecutory", "denying" and "dull". It 
can be strategically unwise to overdo one’s binary oppositions. Perhaps Littlewood was wiser 
not to attempt to substantiate his claim that medical anthropology is recruiting more 
disciples/students from the health professions than medical sociology, not least because 
virtually all British medical, nurse and other health students now undertake compulsory, well 
established and examined courses in medical sociology as part of their studies. In light of 
this, the bald assertion that five times as many doctors must have studied anthropology as 
sociology is simply absurd. 


Turning from the strategic to the communicative, four of the many issues raised in 
Littlewood’s paper warrant a brief comment. The first is that he - only partly I think for 
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Strategic purposes - seems unaware of the heterogeneity of philosophy, theory and research 
in contemporary medical sociology, or, as many prefer, the sociology of health and illness. 
His presentation of medical sociologists for example as "servants and commentators on 
biomedicine" (4) is no more than a dated caricature. Nor am I aware of any move, apparently 
born out of "alarm", to "go for the personal" by "retitling" the sub-discipline “health 
sociology" (although I used this term once myself in an unpublished paper it was neither 
alarmist nor anything whatever to do with going for the personal!). 


Second, it should be apparent that there is a great deal more to medical sociology than finds 
its way onto the syllabi of most courses for graduate and undergraduate medical, nurse and 
other health students (which is doubtless why it remains a key resource for medical 
anthropologists). This is partly because such syllabi are typically and appropriately tailored 
to the education and training of health professionals, not to the fashioning of novice 
sociologists. And it is partly due to the multiple and mundane constraints around teaching, 
ranging from under-staffing to issues of organization and curriculum. In medical schools, for 
example, sociologists are frequently invited to lecture to large numbers (100-200+) of tired, 
over-taught and over-assessed pre-clinical students, with limited prior educational exposure 
outside the natural and life sciences, and fresh from laboratory dissection. It is not impossible 
to make sociology fun in such circumstances, just tricky. It seems a touch unrealistic 
somehow to set a putatively pure and buzzing medical anthropology, largely untested in 
equivalent arenas, against the hard-earned and real, if limited, accomplishments of, to stay 
with our example, medical sociologists located in medical schools since the late- 1970s. 


Third, while it is naive oz disingenuous to imply that medical anthropology, unlike medical 
sociology, would retain its purity and total autonomy in pursuit of fun in medical education, 
it is of greater moment that a credible case for including it, let alone substituting it for 
medical sociology, has not been made. I would contend, by contrast, that the case for 
medical sociology’s inclusion has been comprehensively made, accepted and promoted by 
bodies like the General Medical Council, and justified by events. Littlewood has sometimes 
argued, one assumes strategically and certainly in contradiction to his stance in the piece 
under discussion, that medical sociology and medical anthropology are essentially 
interchangeable in medical curricula. My own view is that this is neither a prudent strategic 
move nor a defensible communicative one. Nor, I think, is it consistent with the best interests 
of medical anthropology. 


Finally, I would like to suggest, in agreement with one theme of Littlewood’s present piece 
(if not with its mode of articulation or illustration), that medical anthropology’s strength is 
its very distinctiveness, not least from medical sociology. This distinctiveness is of course 
rooted in an independent, evolving and varied tradition of scholarship which should excitingly 
complement the very considerable and diverse body of work now available in medical 
sociology. I would close with a plea for informed and innovatory cross-disciplinary teaching 
and research initiatives involving medical sociologists and anthropologists (plus others like 
medical psychologists, health economists, clinical specialists, and so on), a precondition for 
which might however be a shared investment in communicative as well as strategic action. 
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Lingua in Bucca? Roland Littlewood Replies 


Whilst grateful for Dr. Scambler’s response, I remain somewhat confused as 
to what - if anything- he takes as distinguishing medical anthropology from 
medical sociology. Their respective disciplinary histories? The geographical 
distribution of their informants? Their interpretators (Gallic/Teutonic)? 


My essay was certainly ironic but far from unserious. Its concern with the 
direction of medical anthropology is real; as is my anxiety lest we develop the 
sort of cosy but adversarial symbiosis with clinical medicine which I argued 
characterises medical sociology (and which itself demands a sociological 
analysis). Pleased that a certain post-modern irony is becoming acceptable 
within medical sociology (eg. 1), my own irony was rather different and 
related to our human predicament in articulating two incompatible modes of 
thought - that of cause-and-effect relationships, apparently independent of 
human awareness (the naturalistic if you will) - and that involving such 
fundamentally human characteristics as intentionality, memory, representation 
and .... irony. 


Graham Scambler chides me for such dualism, but a glance at my piece will 
show, not that I argue that medical sociology is A, B and C whilst medical 
anthropology is X, Y, Z, but rather that the relationship between the two 
disciplines can be seen as polythetic (A:X::B:Y::C:Z). Just as, if European 
gender relations model those of medical practice (male:female::doctor:patient) 
this is hardly to say all doctors are men. 


I have difficulty with his own dualism, opposing "communicative" to 
"strategic" (2). The possibility of communication as independent of social 
interests seems rather optimistic, an Enlightenment legacy most familiar to us 
in the truth claims of biomedicine. In fairness, though, it seems close to 
anthropology’s distinction between representational and operational models (3); 


back to my naturalistic / personalistic distinction, to the sociology of Giddens 
and the anthropology of Bourdieu, if indeed, not to Plato: "The world came 
about through a combination of reason and necessity" (Timaeus). The problem 
is how do we see this combination - additive, dialectical, incommensurate? 


(v) To return to our parochial boundary markers. My suggestion that nurses, 
doctors and other health workers prefer anthropology to sociology was based 
on the respective numbers choosing to take full-time masters and research 
degrees in these subjects, not on compulsory lectures in undergraduate courses; 
experience with clinical students and colleagues suggests that their 
understanding of issues of class, power, ideology and culture remains 
negligible. A more interesting question perhaps is the extent to which the 
teaching of social science to medical professionals has coincided with (is 
instrumental in?) their recent decline in status, remuneration and power. 


(vi) Any amusement about "health sociology" was not directed at Scambler’s own 
paper with which I am not familiar, but at a serious policy proposal (Medical 
Sociology News, 1988, 14(3), 19-20) to which I replied (1989, 15(1), 1). 


(vii) My comments were not intended to privilege one or other professional 
discipline, but rather to affirm anthropology’s interest and involvement in some 
exciting contemporary developments in cognitive theory. Transcending our all 
too pervasive dualisms, evolutionary biologists and neuropsychologists are now 
taking "social representations" as themselves constitutive of brain and mind. 
This is surely where we must go, rather than retreat to the disciplinary 
squabbles of Dr. Scambler and myself. If that is maturity (his idiom), give me 
adolescence. I was delighted to see that our recent ASA conference on 
consciousness (reviewed in this issue) showed some rather sophisticated 
interest in the future. For collective representations read memes? 
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Editorial Note 

(1) Replying directly to a letter in the same issue of course gives the one who 


replies a certain advantage. However to leave matters till the next issue 
stretches out debate too much; and Littlewood himself has had a review 
directly followed by a critical riposte from Lewis Wolpert (last issue). 
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Do People Lie but Gene Sequences Tell the Truth? 
Possible Uses of Molecular Epidemiology in 
Medical Anthropology. 


SOPHIE DAY 
Goldsmiths College and St Mary’s Hospital Medical School 


Introduction 


In the last issue of BMAR, Roland Littlewood made a plea for the integration of biological 
and social anthropology in the burgeoning sub-field of medical anthropology; he called for 
a ‘biosocial anthropology’. An elegant example of methodological integration, in archaeology 
rather than anthropology, was recently published by Colin Renfrew (1). Renfrew summarised 
recent developments in molecular biology. While he drew attention to problems of 
interpretation, he emphasised how data from archaeology, linguistics and biology could 
contribute mutually to the interpretation of the past. Thus, the genetic evidence was seen to 
support new accounts of linguistic diversity.’ At the same time, biological diversity could not 
be interpreted plausibly without reference to possible social organisation.” 


A similar argument is made below concerning the possible complementarity between social 
and molecular techniques. However, the focus is different. It concerns the interpretation of 
present patterns of infectious disease transmission rather than ancestry in the more distant 
past. I shall address only certain questions of method in order to suggest, first, that the new 
genetics relies extensively on good fieldwork and other social data and, second, that fieldwork 
data can be extended through the use of these molecular techniques. The discussion concerns 
networks of transmission, approached through the study of social relationships by 
anthropologists, through contact tracing by public health workers and through the study of 
relatedness by molecular biologists. 


Typing schemes 


Typing schemes enable the classification of organisms: the following examples show how 
Human Immunodeficiency Virus Type 1 (HIV-1), Mycobacterium tuberculosis (Mtb) and 
Neisseria gonorrhoea can be classified into sub-categories according to estimates of genetic 
distance, antibiotic resistance and so forth, according to the scheme in use. Current interest 
in molecular as opposed to other typing schemes relates especially to possible relationships 
with the biology of infection. In what follows, I restrict my comments to social relationships 
and molecular techniques are not distinguished closely from other systems in use. 


Genetic relatedness 


Any typing scheme has to establish identity and difference between isolates or strains in order 
to create smaller sub-categories. What counts as identity and difference will depend on the 
broader purpose of a study but, for the present purposes, ‘identity’ refers to cases linked by 
transmission while ‘difference’ refers to unlinked cases. These are relative terms: methods of 
genetic typing focus on maximally variable parts of the genome so as to enable sequence 
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differences to be established in the context of similarities. This is easier to achieve for some 
organisms than others. If there is little variation, difference is difficult to demonstrate (as, for 
example, with Human T-Cell Leukaemia Virus Type 1, HTLV-1, where there is remarkable 
conservation of the genome) while, with great variation, identity is hard to establish (as, for 
example, with HIV-1). Moreover, the sheer amount of information produced through 
sequencing makes interpretation difficult. One of the most famous attempts to distinguish 
isolates at the molecular level concerned "the Florida dentist", an HIV-infected dental surgeon 
who was thought to have infected some of his patients with HIV in the course of dental 
operations. 


Portions of the proviral DNA representing the HIV envelope gene from the dentist, seven of 
his patients, and 35 local controls who were thought to be unrelated were amplified by the 
polymerase chain reaction (PCR) and sequenced (2).? The envelope gene is chosen to 
maximise the variability necessary to distinguish between strains. Comparisons were made 
between the sequence data, inferred phylogenetic relationships yielding likely evolutionary 
associations and amino acid signature patterns.‘ 


The dentist’s viruses were closer to five of his patients than the other two, and quite distinct 
from the local controls, according to all three measures. Two viral sub-types were 
demonstrated for the dentist, one or both of which were present in all five patients. 


The paper deals elegantly with methodological and interpretive difficulties in the analysis. In 
brief, variation within the patients was low and suggested a common source of infection. A 
comparison with other cases in Florida showed that the similarities could not be explained in 
terms of the prevalence of a common local variant.’ 


These issues are important because of the vexed question of deciding relative relatedness, a 
question that is common to a range of techniques used for a variety of organisms. Every 
sequence of more than a thousand base pairs will be unique due to polymorphisms and/or 
sequencing errors caused by PCR. This unique ‘genetic fingerprint?’ may be very important 
in some contexts, such as the medico-legal arena, which provides a subtext to this particular 
study. However, such individuality may be something of a hindrance in contact tracing, 
where linked cases of infection have to be distinguished from unlinked cases. Additional 
problems arise because genetic variation does not respect the boundaries between individuals. 
HIV, for example, is associated with a rapid rate of change at the population level. 
Moreover, intrapersonal variation has been extensively studied and suggests problems with 
the metaphor of the fingerprint, as sequences vary over time within an individual. Finally, 
suggested identity may be an artefact if it is associated with the particular portion of DNA 
that was sequenced but not with others. 


In the Florida dentist study, molecular techniques complemented an intensive social 
investigation, which included interviews and analysis of medical records. The molecular 
study was designed on the basis of prior social research which had suggested links between 
the dentist and five patients. One of these five patients may have had behavioral risks for 
HIV infection according to interview data but these had not been documented. An additional 
two patients were thought to have been infected through other routes, because of behavioral 
risks for HIV infection, in one case, and the time of infection, for the other. The results of 
this social research also informed the interpretation of molecular data, in establishing relative 
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similarity and difference. Finally, the genetic data also reinforced the interpretation of results 
from the social study. Possible links between the dentist and five patients were confirmed. 
Thus, the patient who may have had multiple risks for infection was linked more conclusively 
to the dentist. It was confirmed that the two additional patients, thought to have been infected 
through other routes, were unlinked to the dentist. 


The Florida dentist investigation focused upon possible links between individuals in the 
context of potentially massive legal suits. Other studies have addressed larger populations. 
For example, genetic analysis has suggested possible networks of HIV-1 transmission in 
Edinburgh. Infection in a cohort of haemophiliacs has been associated with different sources, 
related to batches of factor VIII prepared from donated blood (4). Strains from homosexual 
men were far more diverse than those from heterosexuals which, in turn, were relatively 
similar to the isolates from injecting drug users (5). 


At a still more general level, it has been shown that the two strains or quasi-species of HIV 
present in Thailand are associated with sexual transmission on the one hand and injecting 
drug use on the other. The distinction between HIV isolates provides indirect information on 
sexual mixing in Thailand, and their distribution can be expected to change over time. 


In these ways, genetic analysis of HIV may contribute to anthropological and other forms of 
contact tracing. Very different methods can produce data about HIV infection that suggest 
whether cases of infection are linked or unlinked; such data are at least partially independent. 
These methods may be important both at the local level, associated with individual contacts, 
and in larger populations, where molecular data may permit inferences to be made about 
patterns of sexual mixing. 


However, the integration of these techniques is rarely emphasised. In court, it may appear 
that gene sequence data provide incontrovertible evidence in contrast to people, who often lie. 
This may appear to be the case despite well-documented differences in the interpretation of 
genetic relatedness as well as technical difficulties in sequencing and the statistical analysis 
of data. In the light of a widespread fascination with new technologies, it may also seem that 
molecular techniques will replace rather than complement social investigation. A recent 
article on the molecular analysis of Mtb in the canton of Berne, Switzerland (6) makes 
precisely this claim (p.841, see also editorial in the same issue). In this study, cases of 
culture-confirmed tuberculosis were further evaluated through genetic techniques. Twenty-two 
exhibited a single restriction fragment length polymorphism pattern (RFLP): pattern i” 
Interviews with and records on this group suggested geographical and social links between 
two shelters for the homeless and a local restaurant. 


Since it is difficult to distinguish between the re-activation of latent infection and new 
infection with tuberculosis, molecular techniques seem to have directed attention towards an 
outbreak that may not have been apparent through routine contact tracing. Methodologically, 
however, it would have been preferable to integrate the social investigation more closely with 
the molecular study. The ‘small world’ phenomenon has been noted sufficiently often in 
anthropology and elsewhere to at least prompt the question: are the links between those with 
RFLP pattern 1 any closer than in cases which are different at the molecular level? The 
authors suggest that drug addicts, the homeless and alcoholics constituted a core group from 
whom tuberculosis spread. However, this conclusion may be an artefact of the methods. Had 
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the study looked in equal detail at the social and geographical links between those with 
different as well as identical RFLP patterns, they may have found an equally strong 
association with homelessness and drug use which are, after all, general risk factors for 
tuberculosis (7). 


Relatedness associated with antibiotic resistance 


At the risk of using a sledgehammer to make this point about the need for well-designed 
social research in the interpretation of molecular data, two further studies can be cited (8,9). 
Both relate to the identification of networks of transmission of Penicillinase-producing 
Neisseria gonorrhoea (PPNG). Handsfield et al identified a ‘single PPNG clone’ on the basis 
of several analyses’ and described the course of an epidemic through the further study of 
patient records and interviews. In contrast to the tuberculosis study cited above, this analysis 
looked at infection with the ‘single clone’ in the context of all infection with PPNG during 
the outbreak. In the second example, a similar outbreak analysis was conducted through 
different methods. A large social network was described through contact tracing for infections, 
outreach and ethnographic research in which the central, dense areas were closely associated 
with ‘street gangs’ and ‘crack-cocaine’. An outbreak of PPNG was analysed in relation to 
all cases of gonorrhoea in the area during the relevant period. 


While one of these studies focused on microbiological and the other on social relatedness, 
both can also be said to share a common methodology. In both studies, a kind of gonorrhoea 
was studied in relation to other kinds of gonorrhoea and, in both, the results of social analysis 
were interpreted in the light of the results of biological analysis and vice versa. In other 
words, data were validated by independent methods in a relevant context. 


Conclusion 


I have suggested certain continuities between ideas about biology and society with reference 
to methods for studying ‘relatedness’. Genetic and other typing schemes as well as detailed 
social research enable fine discriminations to be made between cases of infection. They 
permit networks of transmission or contacts to be studied in detail." They share problems of 
interpretation. I have suggested that these problems are minimised by the combination of 
biological and social methods of study. ‘Biosocial’ research may minimise the problems 
associated with any particular method. For example, molecular data rely on assumptions about 
evolution, so that genetic distance is interpreted along a time dimension and inferences are 
made about ancestry. It is unclear how appropriate these techniques are for looking at very 
short time scales in which linked cases (direct or indirect links) must be distinguished from 
unlinked cases. Similarly, temporal dimensions affect social research in a distinctive way. 
The quality of social data may be seriously compromised by interviewing people about the 
more distant past.’ 


The examples discussed suggest that new molecular techniques continue to be validated 
through social research. For example, their ability to discriminate linked from unlinked cases 
continues to be assessed against social information. The obverse does not hold. Social 
relationships such as sexual contact cannot be inferred reliably from a statistical and/or 
biological interpretation of genetic relatedness. This may change as the technology becomes 
more robust. However, molecular techniques will never yield data on the relevant content 
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or context of these relationships. Equally, the molecular data will never tell you who is 
susceptible to infection, a crucial parameter to interventions based on primary prevention (for 
example, through potential vaccines or peer education). 


I have dwelt upon the common ground in studies of relatedness largely because of prevailing 
stereotypes. Popular images and some specialised perspectives associated, for example, with 
what counts as legal evidence endow genetic data with an aura of factuality which contrasts 
with (everyday) language. People are seen to lie, especially about sex, while sequencing data 
are impartial. However, molecular biologists continue to validate new technologies against 
prevailing ‘gold standards’, which include social data on networks of transmission. Social 
scientists may contribute to these data, traditionally associated with public health efforts in 
contact tracing, as in the Colorado Springs study cited above (9). Certainly, the social research 
needs to be designed as carefully as the molecular. 


Anthropological stereotype, by contrast, attributes dangerous new trends to the new genetics. 
Contemporary biological reductionism is associated, for example, with eugenics, the re- 
inscription of a range of differences between the advantaged and the disadvantaged and the 
imperatives of monopoly capitalism in biotechnology (10,11). What does it mean to identify 
a source of infection from a trace of blood? Will the new genetics render nature artificial as 
culture becomes natural (12,13)? These questions are important. However, it is possible to 
frame such questions differently by looking at similarities in anthropology and biology. It has 
often been noted that a lack of familiarity makes the anthropological study of biology 
difficult. To my knowledge, it has not been appreciated that the new genetics provide tools 
for the anthropological study of relationships. While biologists have drawn upon a range of 
social research techniques, generally via public health and epidemiology, anthropologists have 
been concerned largely with the social implications of biotechnology. Anthropologists may 
also find that the new genetics provide a powerful tool for all kinds of research, including the 
study of present as well as past relationships, in large urban settings and on a scale that is not 
possible through fieldwork alone. 
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Notes 


1. Renfrew focussed upon DNA sequencing of mitochondria although he mentioned other 
studies. In all the studies, African isolates were distant from non-African isolates. 
These data he argued lend support to linguistic and archaeological hypotheses of 
evolution ‘out of Africa’. 


pe See, for example, the comments on diversity in mitochondrial DNA in the Pacific 
North-West (p.470). Genetic sequencing data suggested divergence before the 
peopling of America. However, since mtDNA concerns female genetic lines, Renfrew 
suggests that this diversity might have been produced through patrilocal exogamy 
subsequent to the colonisation of the area. 
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PCR is a new genetic technology for making large numbers of copies of defined 
portions of DNA very rapidly and thus producing ample raw material for sequencing 
or other means of identification. 


Phylogenetic trees re-arrange the data so that greater distance correlates with time 
(evolutionary divergence). Amino acid signature patterns are based upon the 
arrangement of amino acids rather than their nucleotide codes. 


The choice of appropriate controls has been debated extensively in the literature. 
RFLP’s represent a technique for cutting the Mtb genome at multiple sites, running 
the gene fragments of differing length down a gel, and comparing the patterns. It 
enables the genetic relatedness of large genomes to be studied, where sequence data 
are limited. 


These were: auxotyping, protein | serotyping, plasmid analysis and antimicrobial 
susceptibility testing. 


Patterns of infection with HIV, tuberculosis and gonorrhoea have all been associated 
with “core groups’ in a society which are said, very generally, to maintain infection 
through effective transmission. It is beyond the scope of this article to look at core 
group models in more detail. However, an interest in the links or networks between 
cases of infection suggests problems with a binary model that divides the population 
into a core and a non-core. 


Anthropological research may be better suited to a prospective study, from a ‘patient 
zero’. We are piloting such a study at St Mary’s Hospital Medical School where we 
hope to trace sexual networks based on gonococcal transmission through 
anthropological, microbiological and epidemiological techniques. 
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Issues for the Medical Anthropology of Childhood 


MATTHEW HODES 
St. Mary’s Hospital Medical School 


Introduction 


Medical anthropology, as the pages of this and other journals have made clear, is a disparate 
and loosely defined field. However in many ways it reflects the interests, and approaches of 
the parent disciplines - anthropology, medicine and psychiatry. One aspect of the similarity 
between these fields is the neglect of children as subjects worthy of study, with adequate 
recognition of their particular social position. This may have happened because of 
methodological difficulties in carrying out standard (ie ’adult type’) research with children, 
or just because investigating other groups has been seen to be more important than 
considering this large minority. This paper considers briefly some important work in the area. 
To put this into context there is first of all discussion about the anthropology of childhood. 
Then there is consideration of selected aspects of the medical anthropology of childhood. 
Space does not allow for a full discussion, and there are important omissions such as the 
medical aspects of kinship, including the new reproductive technologies, and the myriad ways 
in which the ideas presented here can be incorporated into clinical work. 


Anthropology of Childhood 


European anthropology has focused on a variety of aspects of childhood. Firstly, it has drawn 
attention to the fact that people all over the world pass through the same biological 
maturational changes, while the diversity of socially sanctioned stages associated with 
maturation do not correspond to these. For the anthropologist the distinction between the 
realms of biology and culture is profoundly important. Biological and social maturation are 
connected in varied ways to life-cycle change. Obvious examples are the different ages when 
sexual relations and marriage may be permitted, in ways that bear no obvious relationship to 
pubertal development. Indeed, within United Kingdom the ages when sexual relations and 
marriage are permitted, change and are the subjects of heated debate. Often this is debated 
in terms of physical and psychological maturity. In addition, it is well known that in many 
societies there are rituals that mark out the different stages (1). Familiar examples are 
christening of children, marriage in adulthood and funerals for the dead. 


Children’s psychological development in different societies has been given attention especially 
by North American investigators. Earlier this century this approach was dominated by 
psychoanalytic thinking (2). In recent years more attention has been given to the relationship 
between cognitive and social development and culture. A very recent innovation has been a 
more anthropological approach to cognitive development, called cultural psychology, which 
investigates the acquisition and functioning of concepts and categories which come from the 
culture of the child rather than the investigator (3). 


Implicit in the concept of life-cycle is the passage of time. In European thinking the 
individual’s life-cycle is usually regarded as linear, so that one stage follows another and the 
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stages are not repeated. This is not the case in many religions, such as Hinduism, in which 
the individual is believed to be reborn after death, so life and death follow a circular pattern. 


The conception of time by people in the industrialised world, at least in relation to passage 
through life transitions such as the duration of pregnancy, time before the child is weaned or 
walks, and the time before entry into school or university, relies on shared ideas about the 
units of time such as weeks, months or years. People from non-industrialised parts of the 
world may have other ways of thinking about time such as the seasons, or the number of 
seasons since a particular natural or social event. This is relevant to clinical work, in which 
people from the non-industrialised world commonly do not know their age in years. This may 
cause problems with particular groups such as refugees who do not know their age but obtain 
one that is apparently congruent with their life-cycle needs, eg attending school or being 
fostered. The restrictions that are associated with involvement in these institutions may then 
generate conflict (4). 


The ways in which people conceptualise passage through the life-cycle is closely related to 
how children are defined. Although every society has its own definition of childhood, they 
all recognise the difference between children and adults. The emergence of adolescence as a 
more or less distinct stage reflects the complexity of life-cycle tasks, the duration of 
dependence, at least economically, and the slow process by which children acquire legal and 
political rights. The uncertainties generated by the Children Act 1989 in the United Kingdom 
about when children can consent to treatment reflects the ambiguity about young people’s 
social position. This confusion and ambiguity are also exemplified by the fact that the age of 
consent for sexual relations for girls is 16 years, and yet contraception can be obtained before 
this age. 


Child Treatment and Maltreatment 


While some child rearing practices carried out by people from other societies may seem 
strange and sometimes cruel or abusive, perusal through a book on the history of childhood 
in Europe (5, 6) may lead to a similar response. This comparison indicates clearly how British 
patterns of child rearing, supported by law and a variety of institutions are culturally and 
historically specific like those of people from other societies. 


Ideas about the maltreatment of children are always related to how personhood and 
humanness are constructed (7). Personhood is associated with a particular moral status, and 
in societies with functioning states, this will be underpinned by legal and institutional 
processes. An important example is the differing beliefs about when human life begins. In 
British law the age is the number of weeks of foetal development required to sustain viable 
life. Since technology is developing, this will be constantly changing. It is well known that 
Roman Catholic Church law is quite different, and consider embryos to contain the essence 
of humanity. Of course actual human behaviour is often different to that prescribed by law, 
but here there is still variation between societies, and between children within families about 
whether their life is sustainable. For example mothers who are struggling to support children 
in the poverty and social deprivation of northeast Brazil selectively withhold recognition of 
some childrens’ humanness until they have passed the years of high infant mortality. This is 


expressed by not naming them and when they die they are not given the same funerals as 
older children and adults (8). 
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The diversity in child rearing extends to both the expression of affection and play, and the 
ways in which children are chastised. For example, one anthropologist carried out fieldwork 
in Turkey accompanied by her daughter of 18 months. She let her play in a tub of water, 
something Turkish mothers forbade their children from doing because of the risks of 
becoming chilled and dying (9). Her Turkish neighbours urged her to kiss and praise her 
daughter’s genitals as a positive and motherly action, which may have been considered abuse 
in UK. Polynesia is an area where children are indulged, and in one island the threat of being 
beaten is an offence against the child’s right as a human being (10). On the other hand, 
amongst the Enga of New Guinea punishments include amputation of a digit or having a palm 
sliced (11). The level of corporal punishment occurring in British public schools until recently 
appears to conform more to the New Guincan case (12). 


The range of child rearing practices make a universal definition of abuse difficult, if not 
impossible, to achieve. Nevertheless, it has been suggested that three levels of child 
maltreatment can be conceptualised (13): firstly, cultural differences in child rearing practices, 
examples of which have been given; secondly, idiosyncratic departures from societal norms 
of behaviour, which are frequently seen in clinical practice; thirdly, societal harm to children, 
eg. famine and war. While distinguishing between these levels is useful, there may also be 
factors which determine why particular children are at risk of maltreatment. These factors 
suggest that children valued for their economic utility, perpetuating family lines or a source 
of pleasure are less at risk. Undervalued children such as those in poor physical health or 
handicapped, those of the less favoured gender or particular undesired temperamental 
attributes are at increased risk. 


Professionals working in the child mental health field, especially social work need to be able 
to understand unfamiliar child rearing practices as well as being able to work within the legal, 
moral and professional framework of the country where they practise. These points are 
especially important in relation to child abuse and neglect. Occasionally professionals will 
encounter situations in which permanent and severe harm may be carried out on children 
because of cultural practices. An example is female circumcision, widely practised in Africa 
but also carried out in Europe (14), and which is illegal in UK. In this situation the role of 
the professional is prescribed, and there will be no choice but to intervene and initiate child 
protection procedures. More commonly encountered difficulties occur when child rearing 
practices are less permanent and severe in their effects than female circumcision, but are 
regarded as abusive by the host society but not the minority group. In this case the whole 
situation for the children needs to be considered including their perceptions of the behaviour, 
and also of any action that would be taken by professionals to ’protect’ them. 


Becoming Unwell and Getting Help 


It is well known in medicai anthropology and medical sociology that people experience 
symptoms very frequently, but only some of these experiences lead to help seeking, and fewer 
to contact with hospital services. These observations have lead to a number of conceptual 
distinctions (15). Firstly, people experience distress and symptoms in culture specific ways. 
Many people do not necessarily distinguish in a particular case between psychological and 
physical distress (16). These locally based symptom patterns may be related to a biomedical 
assessment of disorder but are not coterminous with it. Secondly, people attribute meaning 
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to their experiences, and have explanatory models for their illness (17). Thirdly, there is a 
diverse pattern of help seeking. Discussion about symptoms may be with family and friends, 
then with local healers, and frequently pharmacists as well as doctors. Finally, help seeking 
may result in specific treatments, which are variably related to explanatory models. 


There are many examples of these processes occurring with physical illnesses that commonly 
affect children, such as diarrhoea (18) and colds (19). Less attention has been given to these 
processes associated with children because of behavioral or emotional difficulties. One 
interesting example concerns children’s absence from school because of illness (20, 21). 
Children aged 10-11 years in an English primary school communicated their distress verbally 
and behaviorally to teachers and mothers who then had to evaluate these claims to the sick 
role. They were evaluated in terms of their veracity, and gender and family experience of 
illness were related to this process. There were a number of different outcomes to these 
complaints, such as the mothers belief that the child should go to school and be more stoical, 
or that the child had a real problem that should be taken seriously. What these studies 
revealed was the active role of children in becoming sick, and their need to negotiate this role 
carefully with those who were more powerful than them. 


Physical Illness 


Some children have life threatening diseases that may result in a great deal of contact with 
hospital care. The few studies carried out in this context reveal important differences from 
those carried out with adults. The differences are concerned with the role of parents and other 
adults, in particular their authority in relation to children, and the childrens’ life stage. 


Comaroff and Maguire investigated families of 60 children with leukaemia in the mid 1970’s 
in England (22). At this time the treatment response and survival was very hard to predict. 
The investigation revealed the very intense urges for the parents to seek meaning for their 
children’s illness. They often sought contact with relatives of similar children with similar 
conditions. Systematizing information and finding norms for the children’s behaviour was 
difficult because of the fluctuating course of the illness; behaving normally’ was in a sense 
abnormal. Parents’ guilt was very great because they felt their competence was in doubt 
because of their children’s ill-health. 


An important development in understanding illness in children has been to carry out fieldwork 
with them, to let them be the social actors whose observations and behaviours are studied. A 
pioneering study was carried out by Bluebond-Langner (23) investigating terminally ill 
children aged 5-8 years in a hospital in USA. This investigation suggested that the children 
are active, wilful creatures, who initiate behaviour to affect others. This was true in relation 
to the adults’ (parents and doctors) attempts to keep knowledge about the illness from the 
children, and the way they went along with this. However the children were much more open 
about their terminal illness to their peers. The children’s strategies were considered to be 
reaffirming adults’ shared values and pattern of relating, in which doctors would not have to 
admit their failure and parents would not have to be open about their loss of parental role. 


These anthropological studies on children have theoretical implications for understanding 
children. In clinical contexts, they make clear that children are active in illness presentation 
and help-seeking. In certain situations, such as life-threatening illness they may have 
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knowledge which they do not readily reveal to adults, who may mistakenly assume that the 
children do not want more openness about the illness. Children’s dependence on adults also 
means that their self-presentation needs to be understood in relation to adult and family 
functioning. Lastly, anthropological studies show that life-threatening illness in children, as 
compared to adults, is more disruptive of the social order because it represents a reversal of 
the life cycle. 


Psychiatric Disorders 


Anthropological approaches to psychiatric disorder can be distinguished from cross-cultural 
and epidemiological approaches because the former rely on categories and concepts that come 
from the sufferers and others in their family or network whereas the latter are based on the 
investigating psychiatrist’s criteria (24). This crucial distinction has led to the charge that the 
epidemiologists are committing a category fallacy, in which predetermining symptoms that 
define caseness excludes some of the information that is of interest (25). This critique of 
psychiatric classification has not been applied specifically to child psychiatric disorders, 
although there is no reason why they should be exempt. 


The controversy concerning the culture bound syndromes are relevant to the conceptualisation 
of disorders commonly encountered in child psychiatric practice. For example, there have 
been claims that disorders such as anorexia nervosa should be regarded as a culture bound 
syndromes, in that they require for their development and manifestation a culture in which 
thinness is desired (26). Similarly, the brain fag syndrome, which is a condition occurring in 
African school pupils and students, consisting of headaches and sensations on the scalp, 
abdominal and chest pains, poor retention while learning and falling asleep in class, is also 
culture specific. Like anorexia nervosa, brain fag syndrome is distinct from other disorders 
appearing in the society (27). It is likely that any classificatory system will have difficulties 
from a cultural point of view, as recent discussions on DSM-IV revealed (28). 


There are disorders specific to childhood, which involve disorders of relationships, such as 
attachment disorders, that have not yet been subjected to the scrutiny of medical 
anthropologists. Their entry into psychiatric classificatory schema (ICD-10 and DSM III-R) 
in recent years raises fascinating questions about how the tension in our society between the 
individual as free and autonomous, or necessarily connected and bound into the social fabric, 
has become part of ordinary discourse (especially political rhetoric) and psychiatric discourse. 
It has been argued that psychiatric disorders encompass core social values, ie 
ethnopsychologies (29), and conceptualising relationships as disordered or healthy is a new 
way of tackling the old question about what binds people together. 


Anthropological investigations into adult psychiatric disorders have considered a wide range 
of phenomena such as the idioms and communication of distress, explanatory models of 
illness, help seeking, and the range of interventions carried out to alleviate distress. There is 
a dearth of similar studies concerning childhood psychiatric disorders specifically. However 
it is clear that there are varied explanatory models of childhood psychiatric disorder and 
distress. 


The development of child and adolescent psychiatry, the continual changes in diagnostic 
classificatory systems, with changes in professional organisation and kinds of treatment 
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indicate that these are also part of cultural life. Anthropological investigation has hardly begun 
to understand many aspects of child psychiatric practice. 


Conclusion 


There are structural similarities in the position of children in all societies, as well as important 
differences. Anthropological perspectives of childhood are useful in understanding how illness 
and health are constructed. Anthropology tends to have a relativizing effect, and suggests that 
obtaining universal definitions of such things as child abuse and psychiatric disorders may be 
difficult to achieve. Recent approaches have investigated children as social actors, and how 
they understand the social world. Medical anthropologists have neglected children in their 
clinical and research endeavours, although there are many interesting areas for investigation. 
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The People’s Health: Habermas, The Public Sphere 
and the Role of Social Movements 


GRAHAM SCAMBLER & ANITA GORAYA 
University College London 


Introduction 


Since the 1970s the pronouncements of public health physicians have indicated an apt and 
timely (re-)discovery of the range and generality of social and environmental factors causally 
pertinent to the "people’s health". The result has been some uncompromising definitions of 
the enterprise of the "new public health". For example: "What we, as a society, do to assure 
the conditions for people to be healthy. This requires that continuing and emerging threats 
to the health of the public be successfully countered. These threats include immediate crises, 
such as the AIDS epidemic; evolving problems, such as the ageing of our population; and 
the toxic by-products of a modern economy, transmitted through air, water, soil or food" (1). 
The agenda set here is far-reaching, calling for change not just at the "operational" level, that 
is, at the level of formal health promotion and service initiatives, but at the "political" and 
"structural" levels too (2). Nor can many of the changes indicated at political and structural 
levels be accomplished within nation-states in the face of an increasing "globalization". One 
way of illustrating this is through Beck’s (3) recent discussion of "risk society". 


In pursuit of his theory of "reflexive modernization" Beck divides modernity into two stages. 
Lash (4) summarizes: "For Beck, "simply" modern society is the "industrial society", a 
society largely coextensive with the nation-state whose axial principle is the distribution of 
goods. The second succeeding stage of modernity is the "risk society". Now the risk society 
is not national, but global in its extension. And its axial principle is the distribution of not 
goods, but "bads"; ie. the distribution of hazards, dangers, or risks". Beck proffers five 
theses concerning the ubiquity of risk. First, the advancement of productive forces has given 
rise to a new category of risks: "I mean first and foremost radioactivity, which evades 
immediate human perception, as well as harmful and noxious substances in the air, water and 
food, and the short and long term effects of these in plants, animals and humans" (5). 
Second, while these risks initially most harm those traditionally disadvantaged by class or 
status, they have a "boomerang effect" and sooner or later catch up with those who produce 
them and those who profit from them; indeed, their ramifications are increasingly global. 
Third, such risks nevertheless remain big business and, in so far as the typically supra- 
national "trade in dangerous substances" persists, generate novel political tensions. Fourth, 
"knowledge" in this context becomes vitally important. And finally, the increasingly public 
debate around risk highlights a major antagonism at the centre of modernity, namely, that 
between the very logic and thrust of industrialism on the one hand, and the health of 
populations and nature on the other. 


Thus risk, as characterized by Beck, encapsulates one global threat to the public health which 
is both of concern to the new public health and quite beyond the reach of mere operational 
change. Deprivation, which we discuss elsewhere, is another such threat (6). It is the object 
of this paper to submit for discussion a general theoretical framework, drawn from Habermas’ 
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critical theory, within which debate about the relevance and viability of accomplishing 
political and structural change conducive to the people’s health might be profitably pursued. 
In the opening section we focus briefly on four aspects of Habermas’ work: his early work 
on the "public sphere"; his more recent "theory of communicative action"; his pivotal 
distinction between "system" and "lifeworld"; and his appreciation of the role of "new social 
movements". In the second section we explore the potential for (new) social movements to 
be prime agents of the kind of political and structural change required for the enhancement 
of the people’s health and offer some positive statements for further reflection. 


Selected Aspects of Habermas’ Work 
The emergence of the public sphere 


The resurgence of interest in civil society owes much to a classic text by Habermas only 
recently translated into English (7). His focus was on the emergence, development and 
changing role of the "bourgeois public sphere" in Europe. He links the _ initial 
institutionalization of the public sphere in seventeenth-century England with developments in 
the family and in the world of letters. The public sphere, he contends, had its genesis in the 
family and was constituted by private citizens assembling "as a public" to debate matters of 
social import. These debates occurred first in the literary domain, finding expression in its 
journals and periodicals. The public sphere became increasingly political in its opposition to 
“a depersonalized state authority". "The medium of this political confrontation was peculiar 
and without historical precedent: people’s public use of their reason" (8). ; 


While Habermas acknowledges that this new public sphere was dominated by an elite of 
select male heads of bourgeois households, he insists that real institutional gains were made. 
Thompson (1993: 177) summarizes: " ... the critical discussion stimulated by the periodical 
press gradually had a transformative impact on the institutional form of modern states. By 
being constantly called before the forum of the public, Parliament became increasingly open 
to scrutiny, eventually abandoning its right to prevent the publication of its proceedings. 
Moreover, with the development of modern constitutional states in which certain basic rights 
and freedoms - including the freedom of speech and expression - are guaranteed, the political 
role of the public sphere was formally recognized in law". 


But if the bourgeois public sphere embodied certain principles still relevant today, it was also 
to decline. Habermas attributes this to several factors, notably the increasingly interventionist 
character of states, which undermined the separation of state and civil society that had 
afforded institutional space for the public sphere, and the loss of its institutional bases, 
including the demise of regular meeting places and the large-scale commercialization of the 
periodical press. He writes graphically of a "re-feudalization of the public sphere", allowing 


political leaders to manipulate depoliticized populations as effectively as the monarchs of the 
past. 


The theory of communicative action 


More recently, Habermas (10, 11) has been concerned to show that "discursive will 
formation" through reasoned public debate can be more firmly founded than hitherto in what 
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he calls the theory of communicative action. He defends the universality of reason through 
the development of a formal or procedural concept of rationality owing much to the linguistic 
turn in twentieth-century philosophy. His central insight is that people’s use of language 
implies a common endeavour to attain consensus in a context in which all participants are free 
to contribute and have equal opportunities to do so. Indeed, language use presupposes 
commitment to what he long ago referred to (not without some later regrets) as an “ideal 
speech situation" in which discourse can realize its full potential for rationality. 


An ideal speech situation may be rare in practice, but it does mean that communicative action, 
although always occurring in a historical context, depends also on an ahistorical factor. "This 
factor", Brand (12) elaborates, "is found in the claim for the validity of the reasons which 
induce people to take their particular share in communicative action. In such claims no 
historical limitation is recognized since they are based on the (implicit) view that their validity 
should be accepted by anyone capable of judgement who is free to use it, whether in the past, 
present or future. The idea of rationally motivated shared understanding - and rational 
motivation implies the total lack of compulsion or manipulation - is built into the very 
reproduction of social life ... The symbolic reproduction of society is based on the 
"counterfactual" ideal of the “ideal speech situation", which is characterized by 
"communicative symmetry" and a compulsion-free consensus". Communicative action, or 
action oriented to understanding and consensus, is contrasted with strategic action, or action 
oriented to success, often through manipulation or coercion (13). 


The lifeworld/system dichotomy 


Habermas argues that Weber’s theory of rationalization in the west conflates the "logic" and 
the "dynamic" of development. This led Weber to treat rationalization as inevitable when it 
was in fact contingent and selective. The prognostic gloom in Weber’s work, as well as in 
that of Habermas’ predecessors at Frankfurt, especially Horkheimer and Adorno (14), is 
understandable but misconceived. Habermas’ own theory can be summarized as follows. In 
neo-Parsonian fashion, he contends that societal differentiation in the west has produced four 
subsystems: the economy, the state, the public sphere and the private sphere. There has been 
a fundamental "uncoupling" between the economy and the state, which constitute the "system" 
and are normatively characterized by strategic action, and the public and private spheres, 
which constitute the "lifeworld" and are normatively characterized by communicative action. 
The four subsystems are interdependent in that each is specialized in terms of what it 
produces but relies on the others for what it does not produce. The economy produces 
"money", the state "power", the public sphere "influence", and the private sphere 
"commitment". These products or "media" are traded between subsystems: "for example, the 
economy relies on the state to establish such legal economic institutions as private property 
and contract, on the public lifeworld to influence consumption patterns, and on the private 
lifeworld to provide a committed labour force, and itself sends money into each other 
subsystem" (15). 


However, the media of the subsystems are far from equivalent in their capacities. As system 
and lifeworld become more clearly marked, the media, and thus subsystems, of the former 
come progressively to dominate the latter. It is in this sense that Habermas writes of the 
"colonization of the lifeworld". "In terms linked directly to the Weberian theme of 
rationalization and the Marxian theme of commodification, the lifeworld becomes colonized, 
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that is increasingly state administered ("juridified") and commercialized. Possibilities for 
communicative action in the lifeworld become attenuated as social participation becomes 
hyper-rationalized in terms of immediate and instrumental returns. Participants encounter 
each other as legal entities and as parties to contracts rather than as thinking and acting 
subjects" (15). In short, the dynamic of development has meant that system rationalization 
has outstripped the rationalization of the lifeworld (Habermas writes of "selective 
rationalization"). Rationalization of the lifeworld here refers to an increase in the scope for 
communicative action. 


Distancing himself from the "iron cage" pessimism of Weber and others, Habermas insists 
that the logic of development allows for further rationalization of the lifeworld through a 
reconstitution of its public sphere. He suggests that the most promising agents of such a 
reconstitution - and of the reconstruction of the project of modernity which is the enduring 
theme of his corpus - are the largely middle-class "new social movements", and it is to a 
consideration of these that we now turn. 


(New) social movements 


Habermas’ (11) own analysis of the new - feminist, peace, ecology and local autonomy - 
social movements is tentative and under-developed, but three aspects of his embryonic 
position are important to our purpose here. First, he understands new social movements as 
provoked by the colonization of the lifeworld, appearing "at the seam between the lifeworld 
and system in a kind of ongoing boundary dispute over the limits of systemic intrusion" (16). 
Second, he characterizes these movements as breaking from the "old politics", defined by 
material goals, in favour of a "new politics" focused on symbolic goals around identity and 
lifestyle. And third, he sees an emancipatory potential in some "offensive" (as opposed to 
"defensive") new social movements. Emancipatory movements are those which "advance a 
resolution of the welfare-capitalist crisis" and involve a "decolonization of the lifeworld". 
They may be prototypes for, and are associated with, "the development of new participatory- 
democratic institutions which would regulate markets, bureaucracies and technologies" (17). 
They hold some (Habermas admits, limited) promise, then, for a re-politicization of the public 
sphere and for lifeworld rationalization. 


The potential of new, and other contemporary, social movements to act as catalysts for social 
and environmental change conducive to an improvement in the people’s health is a core 
theme of this paper. But a few qualifications of Habermas’ position are in order at this point. 
First, it is possible, as Habermas (18) acknowledges, to overstate the displacement of the old 
politics of class-based movements by the new politics of the new social movements: it is a 
partial and not a total displacement (19). Second, there are many forms of collective action 
in the lifeworld - from single-issue campaign or pressure groups to fully-fledged social 
movements - which cannot easily be subsumed under the rubric of new social movements. 
And third, Habermas’ Eurocentrism in an increasingly globalized world should at least be 
noted, for all that it is peripheral to the argument of this paper. 


Social Change, the Public Sphere and Social Movements 


We started by arguing that threats to the public health posed by factors such as risk or 
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deprivation can only be met effectively via change at political and structural levels. On the 
whole advocates of the new public health acknowledge this. The primary if not exclusive 
allegiance of many of these advocates, however, is to system rather than to lifeworld. To 
adapt a distinction by Eyerman and Jamison (20), expositors and promoters of the new public 
health are frequently "establishment" rather than "movement" intellectuals. 


Drawing on the four aspects of Habermas’ work outlined above, the main thrust of this paper 
can be summarized in three general theses, the first of which is: 


Political and structural change required for an improvement in the people’s health is 
most likely to be accomplished through initiatives in the public sphere premised on 
lifeworld decolonization. 


To begin to comprehend the continued absence of appropriate social change it is helpful to 
examine some properties of the interdependence of the subsystems of the state and the 
economy. In the course of commending a multi-theoretical approach to evaluating the rival 
"policy frameworks" of the Great Society and the Reagan Revolution, deHaven-Smith (21) 
cites Habermas’ (22) view that "the state’s intervention in the economy places the political 
system under contradictory imperatives". His exposition of Habermas’ account of the "crisis 
tendencies" of modern capitalist societies is succinct and worth quoting in full: " ... economic 
crisis tendencies are processed and softened by the state, but the state encounters a rationality 
deficit because its activities weaken the effectiveness of exchange as a steering mechanism. 
Moreover, as the state intervenes in the economy ... it generates increased needs for 
legitimation because it makes areas of life contingent that were previously viewed as given. 
Expected to justify more and more activities when in fact both the complexity of the system 
and the imperatives of the economy make justification difficult, the state experiences 
legitimation crises. Finally, the state can deal with legitimation deficits by immunizing itself 
from the public with a technocratic ideology that suppresses practical questions from politics, 
but ... this leads to motivation crises in the form of anomie and alienation. All of these crisis 
tendencies - economic, rationality, legitimation and motivation -work together and are 
interchangeable, thus providing the state with a limited planning capacity, which can be used 


for purposes of "reactive crisis avoidance"". 


Habermas (23) argues that capitalist societies are characterized by "formal" democracy, 
namely, "a legitimation process that elicits generalized motives - that is, diffuse mass loyalty - 
but avoids participation". Since social priorities are set by private investment decisions in the 
subsystem of the economy, politics in such societies is democratic in form only. It is largely 
irrelevant which political party holds office since the state’s commitment endures - 
administering the economy so that crises are avoided. Growing, and increasingly globalized, 
health hazards like risk and deprivation, themselves products of selective rationalization, 
cannot be effectively addressed and countered - without contradiction and immanent crises - 
from within a system "decoupled" from a colonized lifeworld. 


Habermas (23) contrasts formal with "substantive" democracy, which would afford "genuine 
participation of citizens in processes of will-formation". In effect, substantive democracy 
would institutionalize in the public sphere the fundamental norms of rational speech, although 
Habermas here warns against utopianism (even optimism) and equating substantive democracy 
with any particular form of organization. The establishment of substantive democracy 
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necessarily entails lifeworld rationalization and decolonization, which would in turn seem 
necessary if not sufficient conditions for rational moves towards political and structural 
change (in contrast to the rhetoric of legitimation) conducive to improved public health. 


The most effective advocates and agents for change in the public sphere are likely to be 
social movements, with a special role for the new social movements. 


It is our contention too that the most likely agents of advances in substantive democracy are 
social movements active in the public sphere; and that of these, the new social movements, 
because they typically aspire to and promise a globalization already attained by health threats 
like risk, are especially salient. Habermas currently seems to see this kind of potential only 
in the women’s movement, regarding other new social movements as essentially reactive and 
defensive. This may be unduly pessimistic. Melucci (24), for example, argues, first, that 
Habermas tends to treat new social movements as unitary phenomena, thereby concealing "the 
variety of actors and orientations" they subsume; and second, that "the evidence suggests that 
forward-looking and proactive forms of resistance are at least as evident within these 
movements as backward-looking and reactive forms of action". 


For social movements to be effective in terms of both substantive democracy and public 
health, however, it is not enough for them merely to gain entry to and participate in what 
remains of the bourgeois public sphere. Rather, the public sphere requires reconstituting. As 
Cohen and Arato (25) express it, the public sphere (or, as they prefer, "civil society") is "the 
target as well as the terrain of contemporary collective action". In the absence of 
reconstitution, they rightly point out, the goals of inclusion and participation can easily 
involve "cooptation, deradicalization, professionalization, bureaucratization and centralization", 
"success" amounting to "the end of the movement and the dilution of its aims" (the 
Michelsian iron law of oligarchy) (26). 


Alliances of interest between system and lifeworld activists are likely to facilitate the 
impact of social movements as agents for change in the public sphere. 


If the costs of social movement inclusion and participation in an unreconstituted public sphere 
can often outweigh the benefits, as the recent experiences of the Green Party in British 
politics testifies, inclusion and participation can also be means to reconstitution. After all, 
just as social movements are not unitary phenomena, no more are the subsystems of the 
economy and the state. Cohen and Arato (25) again: "While the democratization of civil 
society and the defence of its autonomy from economic or administrative "colonization" can 
be seen as the goal of the new movements, the creation of "sensors" within political and 
economic institutions (institutional reform) and the democratization of political society (the 
politics of influence and inclusion), which would open these institutions to the new identities 


and egalitarian norms articulated on the terrain of civil society, are the means to securing this 
goal". 


It is in this context that alliances of interest between system activists (or establishment 
intellectuals) - notably new public health physicians and their allies - and lifeworld activists 
(or movement intellectuals) might prove effective. Indeed, if theses 1 and 2 above have 
substance, then the willingness of new public health physicians to enter into - admittedly 
sensitive and potentially problematic - alliances of this kind might be taken as a measure of 
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the seriousness of their commitment to their own agenda, an agenda which, the rhetoric of 
legitimation notwithstanding, remains largely incompatible with general system imperatives. 


Political and structural change pertinent to improving the people’s health might ultimately rest 
on the capacity of certain social movements, contingent on gains in substantive democracy 
within the public sphere, to mobilize public opinion. The media of mass communication are 
crucial here, and it is in this context that alliances between system and lifeworld activists need 
to be interpreted. However, as Garnham (27) insists, there is a need to move beyond the 
orthodox liberal view of a free press, which assumes either that "the market will provide 
appropriate institutions and processes of public communication to support a democratic polity” 
or that "only the market can ensure the necessary freedom from state control and coercion". 
Garnham rightly points to clear evidence of the effects of a growing and globalizing trend 
towards the commodification of public information, referring to "oligopoly control" and a 
"depoliticization of content" far removed from the liberal ideal of a free market of ideas. He 
commends Habermas concept of the public sphere of the lifeworld: “Habermas ... 
distinguishes the public sphere from both state and market and can thus pose the question of 
the threats to democracy and the public discourses upon which it depends coming both from 
the development of an oligopolist capitalist market and from the development of the modern 
interventionist welfare state" (28). 


It may be as well at this late juncture to clarify what we are not claiming in this paper. For 
all the unpredictability of the future, we would not dissent, first, from a general scepticism, 
shared by Habermas, concerning the immediate potential of the new or other social 
movements as effective agents of either substantive democracy or the political and structural 
change required to counter increasingly globalized threats like risk or deprivation. No more, 
second, would we maintain that social movements are the only possible agents of substantive 
democracy or social change with a bearing on health. And nor, third, would we claim that 
operational change - that is, developments in formal health promotion programmes or health 
care arising from system rather than lifeworld initiatives - is irrelevant to the people’s health. 
What we are suggesting is that planned, rational and effective implementation of the new 
public health agenda requires a further rationalization, and decolonization, of the lifeworld 
through the reconstitution of the public sphere, and that special attention should be paid to 
social movements in this connection. 


Conclusion 


Recent debate around the new public health has focused on identifying and neutralizing 
threats to the people’s health beyond the reach of orthodox formal health promotion and 
service - or operational - change. The aim of this paper has been a limited one: to provide 
a theoretical framework useful for examining (1) resistance to political and structural change 
known to bear on the people’s health, and (2) the potential for overcoming this resistance. 
Within this framework we have postulated three tentative theses - centred on the 
reconstitution of the public sphere, the role of social movements and alliances of interest at 
the interface of system and lifeworld - as worthy of further reflection and, most important, 
empirical investigation. 


Underlying the analyses and arguments adduced has been a tacit commitment to Habermas’ 
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project of modernity, which is grounded in his theory of communicative action. It is perhaps 
appropriate to end, therefore, with a quotation from Garnham (29) which ties in many of the 
themes discussed with this project: "The possibility of arriving at a rationally grounded 
consensus can only be demonstrated in practice by entering into a concrete and historically 
specific process of rational debate with other human beings on the assumption that the system 
world is at least partially subjectable to rational control, that it is in the ultimate interest of 
most human beings so to control it, that other human beings can be led both to a rational 
recognition of that interest within a common discourse space and to a consensual agreement 
as to the appropriate cooperative course of action to follow. On the basis of those 
assumptions the task is to cooperate in building the political, economic and communicational 
institutions conducive to that end." 


The reconstitution in the 1990s of a Habermasian public sphere of the lifeworld seems as 
empirically improbable as it may be empirically necessary for the accomplishment of political 
and structural change of the kind discussed here. But, as Garnham (30) adds, the only 
alternative may be to accept "the impossibility of liberation either in an irrational Hobbesian 
world dominated by war of all against all or in a totally rationalized world in which our 
actions are determined by a structure beyond our control." 
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Verticality as the Idiom for Mood and Disorder: 
A Note on an Eighteenth-Century Representation 


ROLAND LITTLEWOOD 
University College London 


Reflecting on our immediate engagement with the physical world provides us with a language 
for elaborating less tangible notions. Thus ‘height’ is frequently used as an attribute of 
divinity, supernatural power and shamanic visions (1). ‘Up’ is ‘more’, it is ‘better’, an 
attribute of ‘superior’ secular authority; those of ‘higher’ status supervise the ‘lower’ orders, 
and so on (2). Ascent is arduous, descent precipitous; moral or social achievement difficult, 
Adam’s Fall all too easy. 


Everyday changes of mood recalling those we now refer to in English as ‘elation’ and 
‘depression’ have not always been articulated as verticality. The word ‘depression’ by itself 
(Lat. de-pressum, pressed down) seems to have become a common English term for an 
emotional rather than a spatial state only in the 1700s (3), gradually replacing acedia, tristitia 
and melancholy, although the expression ‘depression of spirit’ is found a hundred years 
earlier. A more common embodied schema (as Mark Johnson (4) terms it) for despairing or 
miserable affects may employ an idiom of containment and emptying, in which some vital 
part of our self is cut-off, lost or stolen (5). In contrast to depression, ‘elation’ (Lat. elatio, 
lifted up) had a psychological significance in English before any spatial sense, presumably 
reflecting its earlier Latin meaning of enraptured or transfigured as well as elevated (6). 
Linking the two in a single dimension of depression-elation is now common: in the medical 
category of manic-depression where states of being are expressed by and communicated 
between doctor and patient as the latter being ‘low’ or ‘high’; in the advertisements in 
medical journals which represent the action of antidepressant drugs as the vigorous upward 
movement of rockets and aeroplanes; and of course in our everyday language - ‘things are 
looking up’, ‘high as a kite’, or ‘down in the dumps’. 


Verticality as a representation of one’s spirits, mood, affect, vitality, energy or whatever 
seems an apt and accessible cross-cultural representation (7). When miserable our bodies 
seem heavier, more rooted downwards, less amenable to our agency, sluggish, tired, retarded, 
gravid, dragging. When cheerful or ecstatic we are less encumbered by our physicality, 
floating, soaring, bouncing, our intentions readily translated into acts (8). And gravity makes 
this rather dualistic: if we don’t go up we go down or at least stay ‘level’. Such a coupling 
of depression and elation as the opposing poles of a single dimension seems to have appeared 
in the mid-eighteenth century (9) . Its first visual representation is perhaps William Hogarth’s 
engraving of Enthusiams Delineated (1761) which satirises the religious enthusiasm of the 
Methodists. In the bottom right-hand corner of a scene of a lustful and lunatic congregation, 
a sort of thermometer emerges from a brain, calibrated upwards from Despair, through Low 
Spirits, Luke Warm, Lust Hot, and Extacy, to Revelation. In the revised and marginally less 
blasphemous plate (1762, illustrated here), the bottom of the scale is now labelled Suicide. 
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The single scale allows us to objectify the opposing qualities as a single entity, just as our 
experiences of ‘hot’ and ‘cold’ become simply varying degrees of something we call 
‘temperature’. 


How did a verticality continuum representing a bipolarity of mood become salient in the mid- 
eighteenth century? Hogarth’s intentions are of course comic, not just to satirise popular 
credulity and the occasional evangelical enthusiasms of the Anglican church (10), but also to 
mock an excessively objective reading of everyday life - as in his collections of urine-tasting 
doctors (The Company of Undertakers) or his structural analysis of wigs which conflates 
phrenology with the architectural orders (The Five Orders of Periwigs). Yet his work often 
shows fairly serious concern with elaborating new classificatory dimensions (Characters and 
Caricatures). Subsidiary scales and guides to linear perspective, comic or otherwise, crop up 
everywhere in his prints, as the scale of vociferation in Enthusiasms complements the 
affective thermometer below. Hogarth wrote a treatise on aesthetics, The Analysis of Beauty, 
and devised a technique he called ‘technical memory’ by which one could memorise the 
contents of a visual field serially through an underlying grammar of forms. Advocating a new 
linear world of analysis or satirising it? As with the current debate as to whether Hogarth 
was representing or assailing popular urban values (11), we may conclude he was doing both. 


A number of commentators have remarked on how the science of the Enlightenment 
privileged the optical paradigm, what Foucault (12) terms medicine’s ‘clinical gaze’. Both 
Howes and Heelan (13) argue that this was a deployment of Alberti’s fixed-position visual 
perspective, which then became available for generalisation into a correspondence theory of 
unmediated knowledge to be delineated by the context-independent observer (14). Such an 
objective perspective was not natural and had to be learned, just as earlier Durer had needed 
a wire grid to render the artist’s untutored perspective. 


Our current phenomenological criticisms of anthropological theory note that the visual 
modality is less ‘embodied’ than our other senses, apparently the least mediated by our 
physical state and thus the most available schema for the objectification of other experiences 
(15). And a common critique of contemporary psychiatry is of course that it misses the 
complex embodied experience of unusual patterns of mood, sensation, kinaesthesia, 
comportment and gesture, rereading these through rating scales of one sort or another. In 
Hogarth’s engraving we can perhaps find one of the moments in which psychological 
cooptions of gravitational experience became objectified as a master image in a mathematical 
scale, the flux of everyday moods now concretised as a quantifiable entity (16). 


Notes: 


if Eliade, M. Patterns in Comparative Religion. London: Sheed and Ward, 1958; ch. 2,3 


2 Cohen, PS. Psychoanalysis and cultural symbolisation. In: ML Foster and SH Brandes 
(eds). Symbol as Sense: New Approaches to the Study of Meaning. London: Academic 
Press, 1980 

3. ‘Hope refresheth as much as misery depresseth’ (1621, Richard Burton, Anatomy of 
Melancholy), *....in great depression of spirit’ (1665), ‘he observed their depression’ 


(1752, Samuel Johnson); cf. ‘depreced provinces’ (1340), ‘depressioun of the pol 
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10. 


as 


12. 


13. 


antarktik’ (1391). [All OED] 


Johnson M. The Body in the Mind: The Bodily Basis of Meaning, Imagination and 
Reason. Chicago: University of Chicago Press, 1987 


Shweder R. Menstrual pollution, soul loss and the comparative study of emotions. In: 
A Kleinman and B. Good (eds.). Culture and Depression. Berkeley: University of 
California Press, 1985 


‘Elacion is when he ne may neither suffre to have maister ne felawe’ (1386, Chaucer), 
‘a foolish Elation of Heart’ (1772, Addison). [Both OED] 


Osgood CE, May WH and Miron MS. Cross-Cultural Universals of Affective 
Meaning. Urbana: University of Illinois Press, 1975. ‘Height’ may also retain a more 
purely spatial sense in ethnomedicines: such as ‘high blood’ in Trinidad - 
simultaneously thick and rich blood, congealed blood, blood going to your head 
causing a stroke, high blood pressure, a high reading on the doctor’s instrument, 
European blood (Littlewood, R. Pathology and Identity. Cambridge: Cambridge 
University Press, 1993. 


Can a verticality schema be the opposite way round? Excitement as lowered vitality? 
In Fiji an experience akin to the psychiatric idea of manic elation is termed matikuru, 
‘low tide’ (Price, J and Karim, I, Matikuru: a Fijian madness, British Journal of 
Psychiatry, 133, 228-230, 1978) but the authors’ translation ‘low’ is perhaps an 
inappropriate vertical rendering, and something like ‘out to sea’ may be more apposite. 


‘Their time is past between elation and despondency’ (Johnson, 1750) [OED]. There 
are certainly earlier pairings which have not made it into the OED, such as that of the 
Digger Gerrard Winstanley in 1652: ‘And if the passion of joy predominate, then he 
is merry and sings and laughs, and is ripe in the expression of his words.....But if the 
passion of sorrow predominate, then he is heavy and mad, crying out, He is 
dammed....And in that distemper many times a man doth hang, kill or drown himself’ 
(The Law of Freedom and Other Writings, 1973, Harmondsworth: Penguin, 1973). 


An astonished Turk peers through the window at a woman giving birth to rabbits; 
clues to the Cock Lane ghost (investigated by Johnson and Boswell) appear above the 
affective thermometer. 


Dorment R. The genius of Gin Lane. New York Review of Books, May 27, 1993, 
17-20 


Foucault M. The Birth of the Clinic: An Archaeology of Medical Perception. (Trans.) 
London: Tavistock, 1973. 


Howes D. Introduction. In Howes (ed). The Varieties of Sensory Experience. Toronto: 


University of Toronto Press, 1991; Heelan P. Space-Perception and the Philosophy of 
Science. Berkeley: University of California Press, 1983 
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15. 


16. 
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Rorty R. Philosophy and the Mirror of Nature. Oxford: Blackwell, 1980 
Leder D. The Absent Body. Chicago: Chicago University Press, 1990 


On which see George Lakoff (Women, Fire and Dangerous Things: What Categories 
Reveal About the Mind, Chicago: Chicago University Press, 1987): reification is 
fundamental to social categorisation, giving ontological status to the experienced 
world. Early in life we are encouraged to perceive our experienced world as 
nominalised, as composed of entities of recurrent invariance (Laughlin, CD., 
McManus, J. and D’Aquili, A. Brain, Symbol and Experience: Towards a 
Neurophenomonology of Human Consciousness. New York: Columbia University 
Press, 1993). 


COURSES IN MEDICAL ANTHROPOLOGY 
IN BRITAIN 


MA in Medical Anthropology with Reference to Asia and Africa 
School of Oriental and African Studies 


The MA degree in Medical Anthropology comprises two pathways catering for candidates 
with and without anthropological training. It is distinctive in its focus on medical and health 
issues pertaining to Africa, Asia and Latin America, and covers anthropological theory, 
cultural understanding of health, and various options, some in association with UCL, including 
combinations of anthropology and food, gender, psychiatry, psychoanalysis, religion and 
healing in South and East Asia and in the Middle East, and study of the language and 
ethnography of a particular region. 


Taught Masters courses are designed for students who already have a BA degree or its 
equivalent. The courses commence in September at the beginning of the academic year, and 
last one calendar year (for full-time students), or two calendar years (for part-time students). 
The Department presently offers three MA programmes: in Social Anthropology, in Social 
Anthropology of Development and in Medical Anthropology. 


For further details please contact: Executive Office, Department of Anthropology and 
Sociology, SOAS, Thornhaugh Street, Russell Square, London WC1H OXG 


M.Sc in Medical Anthropology 
Brunel University 


This course, established in 1989, now has over 20 graduates, as well as 50 current students. 
It is centred round three core courses (Social Anthropology of Health and Healing, Cultural 
Approaches to Sickness and Research Methods in Medical Anthropology); with optional 
courses which include amongst others: Clinically Applied Medical Anthropology, 
Anthropology of the Body, and Cognition and Symbolism; and a dissertation involving 
fieldwork. The course can be taken part-time over two years, or full-time over one year. 
Students who have taken, or are taking the course, have come from all the leading 
departments of anthropology in Britain; with a range of diverse professional backgrounds such 
as hospital based physicians, psychiatrists, general practitioners, academic anthropologists, 
nurses, paramedical staff, those engaged in complementary medicine, and others with related 
professional interests. Many have lived and worked in many overseas countries in widely 
different cultural settings, and have been supported to attend the course by the British 
Council, the ESRC, the Department of Health and a range of international NGOs. Cecil 
Helman and Ronald Frankenberg offer major courses in the degree, which draws on the skills 
of related interests of other anthropologists at Brunel including Maryon McDonald and 
Christina Toren. A strong link has been established with other external anthropologists who 
contribute to teaching the degree. 
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Further information can be obtained from Ian Robinson, M.Sc. in Medical Anthropology, 
Dept. of Human Sciences, Brunel University, Uxbridge, Middlesex, UB8 3PH, U.K. 


Medical Anthropology at Bristol University 


Although there are no courses exclusively on Medical Anthropology at Bristol University, two 
courses are taught which have a significant Medical Anthropology component. Medical 
Sociology is a popular third year option in the Sociology Department. This course is taught 
by two Medical Anthropologists (Dr Vieda Skultans and Dr Steve Fenton) and the topics 
covered are central to the concerns of Medical Anthropology. The Health and Society Course 
to first year medical students is also organised and taught by a Medical Anthropologist. 
Medical students are very resistant to a consideration of theoretical issues which are not 
perceived as having immediate clinical relevance and usefulness. Therefore anthropological 
ideas have to be introduced in a carefully prepared way around clinical issues. Much of the 
teaching is constructed around clinical interviews and has given rise to what might be 
described as Clinical Anthropology. 


VIEDA SKULTANS 
Department of Mental Health 
University of Bristol 


Medical Anthropology at Goldsmiths’ College, London 
University 


Students can choose one or two taught courses in medical anthropology as part of their 
undergraduate or Masters degree programme. The first course is based on lectures and the 
second on seminars, leading to a dissertation. The medical anthropology options are linked 
to related courses, such as the anthropology of food. In addition, students can choose a 
medical sociology option. Currently there is no specific Masters programme in medical 
anthropology at Goldsmiths. 


The anthropology department has a strong interest in medical, including ‘applied’, 
anthropology. Among staff, interests range from health care to ethnobotany and AIDS in 
various geographical regions such as India, Africa and Europe. Among research students, 
current work includes eating and health, diabetes, and sexually transmitted infections. 


SOPHIE DAY 
Anthropology Department 
Goldsmiths’ College 


50 


M.Sc. in Medical Anthropology 
University College London 


For the last fifteen years medical anthropology has been taught as a regular component of 
both the undergraduate and the postgraduate programme in Anthropology at UCL. Similarly 
we have had for several years now two specially created, collaborative posts in 
anthropology/nutrition and anthropology/psychiatry, in addition to such mainstream subjects 
as social ecology, sex-gender, population studies and man-animal systems. All these courses, 
along with the core teaching in social and biological anthropology and material culture, have 
long constituted University College’s distinctive training for the B.Sc., M.Sc., and Ph.D 
degrees in Anthropology. Yet within these broad-ranging degrees there has also been a variety 
of specialised ‘tracks’ that enabled students to focus on the particular professional orientation 
of their choice. 


Two years ago, however, both the biological and the social sides of the Anthropology 
Department thought is wise to offer in addition some more specialist M.Sc. degrees, which 
have been constructed out of our existing courses and are based on our experience with the 
specialised postgraduate ‘tracks’. One of these new degrees is the M.Sc. in medical 
anthropology. Its core lies in the two compulsory courses, medical anthropology (Murray 
Last) and anthropology/psychiatry (Roland Littlewood). These two courses are taken in 
combination with a third compulsory course either in social organisation or in the 
anthropology of religion and/or cognitive systems (focusing on the analysis of ritual practice 
and symbolism). Around this core are the three specialist options to be chosen from the 
various medically-related courses within the Department (including food and nutrition, sex- 
gender systems, ecology, biological anthropology, the anthropology of dreaming, the 
anthropology of particular regions), or, by arrangement, from the courses taught by staff of 
the Wellcome Institute for the History of Medicine (courses located administratively within 
UCL) or from courses taught in the School of Oriental and African Studies or in the London 
School of Hygiene and Tropical Medicine. [At present, given the current re-thinking of the 
structure of the University of London and its component parts, arrangements with colleagues 
at SOAS and LSH&TM are on an ad hoc basis; the assumption is that student access to 
courses and facilities within Bloomsbury will be developed further, in a more formalised way 
than at present.] 


The M.Sc in medical anthropology caters for two rather different kinds of student: those 
already with medical or nursing qualifications who now want primarily a_ social 
anthropological input which they can apply; and those already having general social science 
qualifications whose interest is now primarily in the bio-medical application of anthropology. 
We have deliberately tried not replicate offerings, described elsewhere in this section, of other 
institutions having an M.Sc. in medical anthropology, but rather complement them by 
stressing our own particular subject strengths. Given these special strengths within the UCL 
Anthropology Department, with its link into the UCL Hospitals Medical School, as well as 
its broad range of courses spanning the nature/culture interface, we are able to offer a training 
in some of the human sciences which more purely socially-oriented institutions cannot give. 
In short, the UCL M.Sc. is potentially more clinically and biologically-oriented, whereas the 
SOAS M.Sc., for example, is more ethnographically and historically oriented towards medical 
systems in Africa and Asia: the two M.Sc.s have been Ladeliberately designed to be 
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complementary, with the possibility (eventually) of inter-digitating the components of each 
programme as and when required by any postgraduate with special needs. 


As part of the specialised Masters’ programme, the M.Sc. students in medical anthropology 
at UCL now have their own tutorials and workshop, and a special weekly public seminar. In 
addition they join other postgraduates in the methods course; there are work-in-progress 
seminars for those writing theses, as well as the three weekly departmental seminars. The aim 
is to ensure postgraduates have a sense of community, whatever their speciality, and share in 
the wider debates and concerns of the postgraduate group as a whole - since, without such 
an intellectual community, picking up the language and thought-patterns of anthropology in 
as short a time as twelve months can prove difficult. Finally there is training on offer in 
numerical methods, specialist statistics and computing as well as more conventional facilities 
for language learning and word-processing. Given the size of University College (with its 43 
departments it is the same size as Oxford), and given the number of institutions and libraries 
in the vicinity, the excess of choice in itself is apt to be a problem. 


The course can be taken full-time (=12 months) or part-time (spread over two years). The 
examination consists of two 3 hour papers, one on the whole field of medical anthropology 
generally and the other composed of questions set on the four other courses taken by each 
student. In addition there is the dissertation, due in mid-September, with a maximum length 
of 15,000 words. 


For further information, contact the Tutor for Medical Anthropology, Dr Murray Last, Dept 
of Anthropology, University College London, Gower Street, London WCIE 6BT; or 
telephone the secretary on 071 387 7050 ext 2455 (or leave a message on the answerphone). 


MURRAY LAST 
UCL Centre for Medical Anthropology 


M.Sc. in Medical Social Anthropology 
University of Keele 


The aim of this course is to explore the cultural performance of sickness and healing in a 
social structural framework with due reference to the provision of health care in diverse 
cultural and national settings. The course is available on a full time (one year) or part time 
(two years) basis to students who have a first or second class honours degree in social 
anthropology, sociology, social policy and related subjects, or medicine, nursing or other 
health related subjects. 


The course is organised on a modular basis, each student being required to take five course 
units; two compulsory units on medical anthropology ("Social Anthropology of Sickness and 
Healing" and "Systems of Health Provision and their problems"), a compulsory unit on 
research methods (which leads to the completion of a dissertation of not more than 20,000 
words) and two option units chosen from those currently available. Options which have been 
offered recently include: The Body; Mental Illness and its Treatment: Epidemics (AIDS / 
HIV, Syphilis, Plague); Health Care in a Multiracial Society; Food, Eating and Health; 
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Complementary medicine; Culture and the Institutions of Power ("Nursing patients and 
serving doctors"); and Healer-Client relationships. 


The department also offers a Diploma in Medical Social Anthropology which is open to those 
without a first degree but with relevant professional experience and qualifications in health 
care or related activities. The Diploma course is offered as a one year part time course and 
consists of three units; one compulsory unit (in the Social Anthropology of Sickness and 
Healing) and two option units. The diploma may lead to admission to the M Sc programme. 
Further information from: Course Director 1993/4, Department of Sociology and Social 
Anthropology, University of Keele, Staffs. STS SBG 


ALAN PROUT 
University of Keele 


M.Sc in Mental Health Studies 
Guys Hospital London 


From October 1992 this new M.Sc can be completed either full time in 1 year or part time 
over 2 years. It is open to anyone working in the field of mental health including nurses, 
doctors, psychologists and social workers. Students take three modules with a basic mental 
health module (except doctors sitting for the part 1 of the M.R.C.Psych. exam) and another 
two optional modules from a wide range including CAT, research methods, marital and sexual 
therapies and dynamic psychotherapy. 


From October 1993 a transcultural psychiatry module has been introduced. The course 
consists of twenty lectures during which a number of issues relating to psychiatry and 
anthropology will be discussed. The aim of the course is to enhance the understanding of how 
cultural factors relate to the aetiology, presentation, management and prognosis of mental 
illness and hence to improve patient management, therapist-client interaction and compliance. 
Each week one student presents a short paper on transcultural issues among their own patient 
group. This is followed by a discussion of the practical relevance of the anthropological 
themes discussed in the lecture. All students are expected to read three chapters/papers per 
week. The assessment for the course is through a 4000 word essay on a specific topic chosen 
by the student and a three hour written paper. The project can be on any topic in relation to 
psychiatry and anthropology. 


After an introduction to medical anthropology and research methods in anthropology, specific 
topics discussed include: Cultural construction of mental illness, idioms of distress, culture- 
bound syndromes, conceptions of the body and self, traditional healers, religion and 
psychiatry, psychoanalysis and folk psychology, race and stigmatisation, intercu!tural therapy, 
gender and psychiatry, transcultural issues in drugs and HIV and psychosexual disorders in 
transcultural context. Lectures are supplemented with a number of videos including latah, 
Filipino psychic surgery, and spirit possession in Sri Lanka. There is also a religious forum 
where speakers from a number of religious groups discuss religion and psychiatry. 


For further information contact Professor J Watson or Dr S Dein, Academic Dept of 
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Psychiatry, Guy’s Hospital, St Thomas Street, London, SE] 9RT (Phone 071-955 5000). 


SIMON DEIN 
Guys Hospital, London. 


Diploma in Intercultural Therapy 
University College London 


This one-year part-time (one day and one evening per week) university diploma has been run 
since 1990 in association with the Nafsiyat Intercultural Therapy Centre. Lectures in medical 
anthropology, ethnic relations, social policy, cultural psychiatry and psychodynamic 
psychotherapy are complemented by tutorials, a twice-weekly experiential group, and 
individual psychotherapy supervision. Students are encouraged to attend the weekly 
UCL/SOAS research seminars in medical anthropology. Students are normally graduates or 
otherwise professionally trained in mental health, and are expected to be working in 
psychotherapy or counselling. Clinical placements are usually available at the Centre. 
Examination is by written papers, a project dissertation and assessed psychotherapy case 
reports. 


From October 1995 it is planned to develop the Diploma into a four-year part-time (evenings 
in the second to fourth years) which will provide a registerable (UKCP) professional 
qualification in psychotherapy. 


For further information contact Lennox Thomas, Clinical Director, Nafsiyat Intercultural 
Therapy Centre, 278 Seven Sisters Road, London N4 2HY (Phone 071-263 4130). 


ROLAND LITTLEWOOD 
University College London 
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AID AGENCIES FOR DEVELOPING COUNTRIES 


Medical anthropologists and other health workers may find helpful this list of agencies 
involved in assisting health care projects in developing countries. Readers are warned that this 
list is not an official recommendation of the BMAR, and are advised to check with individual 
organisations on their political and economic agendas, terms of contract, track record etc. 
Although by no means comprehensive, the Editor would welcome details on agencies not 
listed here, so as to update this column for the benefit of readers. 


Acord, Francis House, Francis Street, London SW1P IDQ 

Action Health 2000, The Bath House, Gwydir St. Cambridge CB1 Tel: 0223 460853 Fax: 
0223 460853 

American Refugee Committee, 2244 Nicolette Avenue, Suite 350, Minneapolis, MM 55404 
USA. Fax: 010 1 612 872 4309 

AMUIP (Uruguayan Women’s Assoc. Lourdes Pintos), Box 18 517, 200 32, MAIMO, 
Sweden Tel: 040 962854 (plus other offices in Europe outside UK). 

Africa Inland Mission, 2 Vorley Road, Archway, London N19 5HE Tel: 071 281 1184 
Baptist Missionary Soc., PO Box 49, Baptist House, 129 Broadway, Didcott, Oxon, OX11 
8XA. Tel: 0235 512077 

Britain-Nepal Medical Trust, 16 East St., Tonbridge, Kent TN9 Tel: 0732 360284 
British Red Cross Soc., 9 Grosvenor Cres., London SW1X 7ES, Tel: 071 235 5454 

Care Britain, 35 Southampton Street, London WC2, Tel: 071 379 5247 

Catholic Fund for Overseas Development, 2 Romero Close, Stockwell, London SW9 9TY, 
Tel: 071 733 7900 

Christian Medical Fellowship, 157 Waterloo Rd, London SE1 8UU, Tel: 071 928 4694 
Christians Abroad, | Stockwell Green, London SW9 9HP Tel: 071 737 7811 Fax: 071 737 
3237 

Christian Outreach, 1 New St, Leamington Spa, Warwickshire CV31 1HP Tel: 0926 315301 
Fax: 0926 885786 

Christoffel Blindenmission EV, Nibelungenstrasse 124, D-6140 Bensheim 4, Germany, Tel: 
49 625 1131-0 Fax: 010 49 6251 131 165 

CIIR, Overseas Programme, Unit 3 Canonbury Yard, 190a New North Road, London N1 7BJ. 
Tel: 071 354 0883 Fax: 071 359 0017 

Churchmen’s Missionary Soc., 251 Lewisham Way, London SE4 1XF Tel: 081 692 5321 
CMS (Church Missionary Soc.), 157 Waterloo Rd, London SE1 8UU Tel: 071 928 8681 
Fax: 071 401 3215 

Church of Scotland Overseas Council, 121 George St, Edinburgh, Tel: 031 225 5722 
Concern, 1 Upper Camden Street, Dublin 2, Eire, Tel: (010 353) 1 754162 Fax: 010 3531 
757362 

Co-operation for Development, 21 Germain Street, Chesham HPS5 1LB, Tel: 0494 775557 
Doctors Without Borders, 56 The Esplinade, Suite 202, Toronto, Ontario, Canada, MSE 
1A7, Tel: 010 1 416 63666702 

Goad, PO Box 19, Dun Loghaire Co., Dublin Eire, Tel: (010 353) 1809779 


’ 


Halo Trust, 804 Drake House, Dolphin Square, London SW1V 3NW Tel: 071 821 9244 

Fax: 071 834 0198 

Handicap International, 18 rue de Gerland 69007, Lyon, France, Tel: 010 3378 611737 

Health Projects Abroad, HMS President (1918), Victoria Embankment, London EC4Y OHJ, 

Tel: 071 583 5725 

Health Unlimited, 3 Stamford Street, London SE1 ONT, Tel: 071 928 8105 

HelpAge (Overseas Help the Aged), St James’s Walk, Clerkenwell Green, London ECIR 

OBE Tel: 071 253 0253 

International Rescue Committee, 386 Park Avenue S., New York 10016, USA Tel: 212 679 

0010 

International Voluntary Service Inc. 1424 16th St., NW Suite 504, Washington DC 20036, 

USA 

Interserve (previously Bible and Medical Missionary Fellowship), 186 Kennington Park 

Road, London SE11 4BT Tel: 071 735 8227 

Leprosy Mission, 80 Windmill Rd, Brentwood, Middlesex, TW8 OQH Tel: 081 569 7292 

Ludhiana British Fellowship, 157 Waterloo Rd, London SE1 8UU, Tel: 071 928 1173 

Marie Stopes International, 62 Grafton Way, London W1P SID Tel: 071 388 3740 Fax: 071 

388 1946 

Medical Aid for Palestinians (MAP), 3rd Floor, 9 Cavendish Sq, London W1M 9DD Tel: 

071 323 4043 

Medecins Sans Frontieres Belgium, Rue Deschampheleerstraat 24-26, B1080 Brussels, 

Belgium Tel: (010 32) 2 425 0300 

Medecins Sans Frontieres France, 8 Rue Saint-Sabin, 75011 Paris, France Tel: (010 33) 1 

4021 2848 

Medicine Sans Frontieres Holland, PO Box 10014, 1001 EA Amsterdam, Holland, Tel: (010 

31) 20 520 8700 

Medicine Sans Frontieres Switzerland, 10 Chmin Malombre, 1206 Geneva, Tel: 010 41 22 

47 15 00 

Medecins Sans Frontieres Spain, First Floor, Postal del Angel 1, Barcelona 08002, Spain 

Tel: (010 34) 3 301 4091 

Medecins Du Monde, 67 Ave de la Republique, 75501 Paris, France Tel: (010 33) 1 47 

22217 

Medical Aid for Iraq, Unit 16 Foundation House, Perseverance Works, 38 Kingsland Road, 

London E2 8DQ Tel: 071 739 3211 Fax: 071 739 9307 

Medical Missionaries of Mary, 2 Denbigh Road, Ealing, London W13 8PX, Tel: 081 998 

1725 

Mercy Corps International, 3030 SW First Ave, Portland, Oregon 97201, USA 

Methodist Church Overseas Division, 25 Marylebone Rd, London NW1 5JR Tel: 071 486 

5502 

Overseas Development Administration (ODA Recruitment), Abercrombie House, 

Eaglesham Rd, East Kilbridge, Glasgow G75 8EA Tel: 03552 41199 Fax: 0355 844099 

Oxfam, 274 Banbury Road, Oxford, OX2 7DZ Tel: 0865 311311 

os Peace and Service, Friend’s House, Euston Road, London NW1 2BJ Tel: 071 387 
1 

Relief Society of Tigray (REST), UK Support Committee, 211 Clapham Road, London SW9 

OQH Tel: 071 738 3197 Fax: 071 738 3067 


Ryder Cheshire Mission, 1 Amber Cottages, Coleshill, Amersham, Bucks, HP7 01W Tel: 
0494 433356 
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Salvation Army; 101 Queen Victoria St, PO.Box 249, London EC4 Tel: 071 236 5222 
Save the Children Fund, 17 Grove Lane, London SES 8RD Tel: 071 703 5400 Fax: 071 703 
2278 

Scottish Medical Aid for Nicaragua, c/o Volunteer Centre, 1 Ormiston Ave, Scotstoun, 
Glasgow Tel: 041 554 2127 

Skillshare Africa, 3 Belvoir Street, Leicester IEI 6S1 Tel: 0533 541862 

South American Missionary Soc, Allen Gardiner House, Pembury Road, Tunbridge Wells, 
Kent TN2 3QU 

Sudan Interior Mission, Ullswater Cresc., Coulsden, Surrey CR3 2HR 

Sudan United Mission, 75 Granville Road, Sidcup, Kent DA14 4BU Tel: 081 300 1109 
TEAR Fund, 100 Church Road, Teddington, Middlesex W11 8QR Tel: 081 977 9144 
Terre des Hommes, PO Box 338, 1000 Lausanne, Switzerland 

Third World Resources, 464, 19th Street, Oakland, CA 94612, USA. Tel: 415-536-1876 
Trocaire, 169 Booterstown Ave, Blackrock, Co. Dublin, Ireland, Tel: (010 353) 1 885385 
UNAIS (United Nations Assoc. International Service), Suite 3a, Liat House, 57 
Goodramgate, York YO1 21S Tel: 0904 647799 

UNICEF-UK, 55 Lincolns Inn Fields, London WC2A 3NB Tel: 071 405 5592 

United Nations Volunteers (UNV), Palais des Nations, 1211 Geneva, 10 Switzerland, Tel: 
010 4122 985850 or contact UNV c/o VSO (address below) Fax: 010 4122 7882501 
Urban Aid, 79 Amsterdam Road, London Yard, London E14 3UU Tel: 071 515 7366 
USPG, (United Soc. for the Propagation of the Gospel), Partnership House, 157 Waterloo 
Road, London SE1 8XA Tel: 071 928 8681 fax: 071 928 2371 

Volunteer Missionary Movement, Shenley Lane, London Colney, Herts AL2 IAR Tel: 0727 
24853 

Voluntary Service Otgnnizaon. 317 Putney Bridge Road, London SW15 2PN Tel: 081 780 
2266 

Wateraid, 1 Queen Anne’s Gate, London SW1 9BT Tel: 071 233 4800 

World Church and Mission, 8 Tavistock Place, London WC1H 9RT 

World Health Organisation, Personnel Officer (MPR), WHO Avenue Appia 20, 1211 
Geneva 27, Switzerland 

World Vision of Europe, Dychurch House, 8 Abingdon Street, Northampton Tel: 0604 22964 


In addition to these organisations, there are a number of publications and magazines that 
regularly advertise jobs for health workers. These include The Health Exchange, New 
Internationalist and The Economist. The London School of Hygiene and Tropical Medicine, 
The Hospital for Tropical Diseases, The World Health Organisation and The Commonwealth 
Secretariat maintain registers of expert personnel and posts. © 


EDITOR 
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EVENTS, SEMINARS AND MEETINGS | 


Medical Anthropology Graduate Association of Brunel 
University 


Brunel has been running a MSc in Medical Anthropology for five years. As graduates of the 
course, we have formed an association to keep up our interest and enthusiasm for the subject 
through organised workshops and conferences. | 


The first event was held (at short notice) on 12th March at Brunel. Susan Reynolds Whyte, 
Associate Professor at the Institute of Anthropology, University of Copenhagen, gave two 
lectures based on her fieldwork in Uganda. In the first - “Not asking why the granary fell... 
misfortune, medicines and explanatory idioms in Bunyole", she looked at the effect of the 
commodification of medicines (both pharmaceutical and traditional) on the use of ritual in 
misfortune discourse, seeing the use of non-ritual use as a way for people to circumvent the 
need for asking about cause. 


In her second lecture, "The social life of pharmaceuticals in Uganda", she challenged the idea 
of "irrational drug use" suggesting instead that for the local people, being able to control their 
own use of drugs looks like autonomy and empowerment. The implication of this for health 
agencies is that teaching people how to treat themselves effectively may be more useful than 
trying to teach people not to treat themselves at all. 


Future events of the graduate association will be advertised through relevant journals and 
departments. For further information contact: Rachel Lea, Flat 2, 36 Gladsmuir Road, London 
N19 3JX. 


Association of Social Anthropologists: Conference on 
“Questions of Consciousness" 


The 1994 ASA conference, convened in April at St. Andrew’s by Anthony Cohen and Nigel 
Rapport, was concerned less with the medical anthropology or neurophysiology of 
consciousness, or with altered states of consciousness and trance states (the customary North 
American approach) but rather with consciousness as a category, and with issues of identity, 
awareness and the anthropology of the self. The general conclusion was that "consciousness" 
is not a useful analytical category because it remains essentialist rather than processual but 
that within a triad of subjectivity, agency and embodiment (this last brilliantly glossed by Iain 
Edgar as "carnal knowledge") remained areas of complex but worthwhile interest. 


Disciplines adjacent to anthropology - psychoanalysis, media studies, neuropsychology, 
cognitive theory, critical and feminist theory - were all plundered without any dismal 


58 


subservience. The papers include: meaning deficit, displacement and new consciousness in 
expressed interaction (James Fernandez); awareness and agency (Kirsten Hastrup); European 
(E.U.) consciousness (Cris Shore); consciousness, intentionality and sorcery (Bruce Kapferer); 
trance and the theory of healing (Andrew Strathern); a social theory of dreaming (David 
Riches); an informant’s dreams on visiting her ethnographer in Britain (Tamara Kohn); 
postmodernity and multiple personality disorder (Roland Littlewood); gender identity and 
consciousness (Henrietta Moore); ethnography and Kleinian psychoanalysis (Georgine Born); 
Islamic consciousness in Zanzibar (David Parkin). As previously, revised papers will be 
published as an ASA volume. 


ROLAND LITTLEWOOD 


London Medical Sociology Group 


The London Medical Sociology Group is a subgroup of the British Sociological Association. 
The group holds regular monthly academic meetings at 6.00 pm at room MB 208 (1st Floor), 
Department of Nursing Studies, Kings College London, Cornwell House Annexe, Waterloo 
Road, SEl 8TX. Everyone is welcome to attend LMSG meetings - the group has no formal 
membership. At each meeting there is a presentation by a speaker, followed by a discussion 
which often continues over drinks and/or supper. To help meet speakers 

travelling expenses, those who attend meetings are asked to contribute 5Op each. 


Topics and speakers for 1994 are as follows: 
12 October What is gender? Applying feminist post-structuralism in the 
context of human reproduction, Ellen Annandale and Judith Clarke, 


Warwick University 


16 November Continuity of maternity care: Rhetoric or reality?, Jane Sandall, 
Surrey University 


14 December The demand for hysterectomy, Angela Coulter, King’s Fund Centre 
Meetings may have to be cancelled due to circumstances beyond our control. If in doubt 
please contact Julienne Meyer (071-872 3207) or Julia Williams (071-972 3025) at the Dept. 


Nursing Studies. 


Copies of programme available from Convenor LMSG, Jane Sandall, Dept. Sociology, 
University of Surrey, Guildford, GU2 5XH, (0483 300800 ext: 2804 or 0892 861044). 
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International Society for Health-Related Quality Life 
Brussels, February 3-4, 1994 


Questions of language and meaning have dominated QOL research in the last 20 years. From 
the most abstractly philosophical debates about the meaning of the questions on our 
instruments, QOL tackles many semantic issues such as the public discussion and attempted 
quantification of discomfort and pain. Many technical and ethical issues are still being 
debated, particularly as QOL measures are used to inform decisions about the allocation of 
scarce resources. Turning our attention to issues of quality of life in other cultures has 
presented the need for a new framework and has raised yet more issues of ethics and 
responsibility. 


Researchers in the field of health-related quality of life come from a wide variety of 
disciplines. We have learned much from our medical anthropologist colleagues who have 
quite rightly been critical of such practices as simply translating and back-translating existing 
questionnaires taking the Western "quality/quantity" dichotomy as a universal assumption. 


10 of the 54 papers presented (and 6 of the posters) were specifically on cultural issues with 
a whole section devoted to cross-cultural developments and applications. Whilst some of 
these were devoted to the adaption of existing questionnaires, there were papers on the more 
fundamental problems of addressing health-related quality of life in culturally diverse 
populations including: "Accounting for culture in the measurement of health-related quality 
of life" (Fox-Rushby and Parker) and "Judging Quality of Life: A Case for Studying Social 
Comparisons in a Cross-Cultural Context" (Skevington). 


Both quality of life and cross-cultural research raises many ethical and political issues. The 
methodological questions at the interface of these two are currently stimulating a rich, cross- 
disciplinary fertilisation. 


CAROLINE SELAI 
Institute of Neurology, Queens Square, London. 


Working across cultures: catering for whose needs? Is change 
needed? Friday 7th October 1994 


The conference is designed for managers, health care professionals and carers who are 
interested in addressing the issues surrounding the effects of race and culture in assessment, 
diagnosis and treatment in mental health care. 


Britain is increasingly a multi-racial and multi-cultural society. The majority of health care 
professionals who come into contact with people from varied cultural and racial minorities 
are white. Health professionals have long recognised that health beliefs contribute to the 
response patterns which may be shown by the sufferer and his/her social network - an 
observation which highlights the complexity of mental health care across cultures. 
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Several research studies have shown that although psychological conflicts are no less 
prevalent amongst members of black and other national minority groups, a large number of 
them do not use the existing mental health care services. Further, of those who do make 
contact, a vast majority emerge as hospital inpatients. The critical challenge for mental health 
personnel is to arrive at ways of understanding, communicating and working with those 
service users who have diverse needs. This will result in a more effective and equitable 
service delivery. 


The Pathfinder Community and Specialist Mental Health Services, including the Department 
of Psychotherapy, and St. George’s Medical School are committed to addressing the complex 
issues of race and culture in mental health care. The aim of this conference, therefore, is to 
enable participants to share their inter-cultural work experiences and focus on future 
directions. Speakers include: Aggrey Burke, Lennox Thomas, Roland Littlewood, Sue 
Holland and Susan Fernando. 


Please write to Philippa Weitz, The Conference Unit, Department of Mental Health Sciences, 
St. George’s Hospital Medical School, Cranmer Terrace, London SW17 ORE. Telephone: 
081-672 9944 ext. 55534, Fax 081-784 7190. 


Bloomsbury Medical Anthropology Seminars 1994-95 


As in previous years research seminars by visiting speakers will be held weekly in term time 
at 4.30 on Thursdays, alternating between UCL and SOAS. Details from Dr Murray Last, 
Anthropology Department, University College London, Gower Street, London WC1E 6BT. 


The CAQDAS (Computer Assisted Qualitative Data Analysis 
Software) Networking Project 


Funded by the ESRC, this project aims to disseminate understanding of practical skills needed 
to use software for qualitative data analysis. The project is co-directed by Nigel Fielding, 
University of Surrey, and Ray Lee at Royal Holloway, University of London. Ann Lewins 
is Resource Officer and primary contact for those wishing to participate. There are free places 
for research students on some of the short courses and most other project activities are free 
to all participants. The Autumn 1994 programme includes: 


. e-mail discussion group, qual-software launched in August 1994. This provides a forum for 
debate, network support, problem solving and information. It is open to anyone interested in 


qualitative research, users of relevant software packages, and the developers themselves. 


. 2 day software courses provide an overview of currently available software and procedures 
and include introductions on up to two packages (with hands on lab sessions) 
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. Training days dedicated to specific packages, often with the assistance of the software 
developer. Next event: Atlas-ti Training day: 19 October 1994 at University of Surrey, 
Guildford. Forthcoming: NUD-IST Training day: 23 November 1994. 


. Seminars provide an occasion when software developers can address invited audiences to 
expand the debate on philosophical or methodological issues surrounding the use of software. 
Next event: 18 October 1994 London, with the developer of Atlas-ti. 


. Advisory help line will be the primary source of information about the project itself and 
where possible will provide support and advice in the use of software. Call Ann Lewins on: 
0483 259455, Fax: 0483 360290, e-mail: ann@soc.ac.uk .CAQDAS, Dept of Sociology, 
University of Surrey, Guildford GU2 5XH. 


The XIlITH International Conference on the Social Sciences and 
Medicine. Balatonfured, Hungary. 10-14 October 1994. 


Themes: 


Beyond the orthodox: heresy in medicine and the social sciences 

The cultural and philosophical foundations of normative medical ethnics 
Domestic violence - an emerging health issue 

Equity and efficiency implications of health care reform 

Ethical and legal implications of the new genetics 

Ethnological studies of medical science 

Gender inequalities of health in the Third World 

Health and human rights 

The impact of social science research on health policy 

Policy implications of differential health status in East and West Europe 
The politics of population control and reproductive health 

Public health crises of cities across both developed and developing counties 
The role of the state in health systems 

Social consequences of ageing populations 

Scapegoating and stigmatization in sexually transmitted diseases 

Social science education in medical training 

Vested interests in health planning 

What is needed to claim adequacy in health services? 


The registration fee is £120. Registrations will be accepted in the order of fees received, 
subject to a quota in favour of participants from the Third World. For further details and 


application forms write to: 


Dr. P.J.M. McEwan, Glengarden, Ballater, Aberdeenshire AB35 SUB, Scotland. 
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Anthropological Perspectives on Sexualities 


10 September 1994, London. Group for Anthropology and Health. Contact Philip Gater, 
SSRC/LPSS, South Bank University, 103 Borough Road, London SE1 OAA. 


Anthropology and Representation, ASA Conference 


27-30 March 1995. University of Hull. Contact Dr. Allison James, Dept. of Sociology and 
Anthropology, University of Hull, Hull HU6 7RY. 


Gender and the Sexes in Southeast Asia 


29-31 March 1995, Durham. Association of Southeast Asian Studies in the UK. Contact Dr 
Bill Wilder, Dept. of Anthropology, University of Durham, Durham City DH1 3HU. 


Anthropology, Nursing and Midwifery 


Spring 1995, London. Contact Dr. Jan Savage, Institute of Advanced Nursing Education, 20 
Cavendish Square, London W1M OAB. 


Symposium on Stress: From Evolutionary Change to Biosocial 
Consequences 


15-16 September, London. Contact The General Secretary, Galton Institute, 19 Northfields 
Prospect, London SW18 IPE. 


Human Gene Geography: A Multidisciplinary Approach 


14 November 1994 (6.30 pm), London. Joint RAI/Royal Geographical Society lecture by 
Professor L.I. Cavalli-Sforza, Royal Geographical Society, Kensington Gore, London SW7. 
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FORTHCOMING ARTICLES IN THE REVIEW 


SIMON DEIN 
Health and Suffering 


RONALD FRANKENBERG 
Divided by a common language? Two sides of an ocean of mirrors: The body in 
narrative anthropology and scientific medicine 


ANGELA HOBART 
A note on a Balinese Sorcerer’s Talismans 


SUSHRUT JADHAV 
Folk Medical Dialogues in Cyberspace: Sharing Personal Medical Histories on the 
Internet | 


ROLAND LITTLEWOOD 
Gender, Space and Illness: The Portable Worlds of London’s ‘Bag Ladies’ 


ADVANCE NOTICE OF APPOINTMENT 


LONDON SCHOOL OF HYGIENE & TROPICAL MEDICINE 
DEPARTMENT OF PUBLIC HEALTH & POLICY 
HEALTH PROMOTION SCIENCES UNIT 


POST OF SENIOR LECTURER IN MEDICAL ANTHROPOLOGY 


LSHTM will shortly be advertising the above appointment. We will be seeking a medical 
(social) anthropologist, or alternatively a medical sociologist, with a strong relevant 
background in Europe or the developing world, to take overall responsibility for qualitative 
health research particularly in the multidisciplinary Health Promotion Sciences Unit (founded 
in 1991) at this School. The person appointed will be expected to provide, at all levels in the 
School, academic leadership and guidance for teaching, research and advisory activities in the 
area. There are four other research units within the Department working on health services 
research, environmental epidemiology, health policy and human nutrition, and large PhD and 
MSc programmes. There are three other Departments in the School working on infectious 
diseases, parasitology and epidemiology. 


Informal enquiries and expressions of interest are welcomed. Please contact Professor Klim 


McPherson, London School of Hygiene & Tropical Medicine, Keppel Street, London, WC1E 
THT (Tel: 071-927 2059; Fax: 071-637 3238; E-mail: k.McPherson@LSHTM.AC.UK). 
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OTHER GROUPS 


B.A.S.A.P.P. - British Association for Social Anthropology in Policy and Practice. This organisation 
started in Autumn 1988 and arranges events and workshops on applied anthropology in a wide range 
of fields. For further details contact: Simon Cohn, Department of Social Anthropology, Goldsmiths’ 
College, University of London, London SE14 6NW Tel: 081 858 3535 or Angela Hart, Department 
of Sociology and Social Anthropology, University of Keele, Staffordshire, STS SBG. Tel: 0782 621111 
ext 7042. 


G.A.P.P. - Group for Anthropology in Policy and Practice. Holds regular meetings and workshops 
relating to applied anthropology. For further details contact: Dr Tom Selwyn, Dept of Sociology, 
Roehampton Institute, London SW15 or Sue Wright, Cultural and Community Studies, University of 
Sussex, Brighton BN1 9QN. 


Action Health 2000 - International Voluntary Health Association - Interested in hearing from 
anyone with or without overseas experience - For further details of their work with health care in 
developing countries - contact: Action Health 2000, 35 Bird Farm Road, Fulbourne, Cambridge CB1 
SDP. 


The British Society for Nutritional Medicine - Formed to ‘promote the use of nutritional methods 
in clinical medicine’. For further details contact: The Information Officer, 5 Somerhill Road Hove, 
East Sussex BN3 IRP. 


The College of Health - Runs various courses related to self-health and acts as a clearing house for 
over 1000 self-health groups. Membership includes receipt of Journal of Self-health. 


London Anthropology Society - Provides a regular opportunity for the public to meet and hear 
anthropologists talk about their work. For further details contact: Jos Hincks, 65a Wilberforce Road, 
London N4 2SP. 


Transcultural Psychiatry Society (U.K.) - Principally concerned with the provision of equal and 
appropriate mental health services for Black and minority groups in Britain. Regular conferences and 
occasional workshops. Quarterly Bulletin. Contact: Dr Harish Gadhavi, Claybury Hospital, Woodford 
Bridge, Essex for membership details and Dr Himanshu Ghadiali, Thornhill Day Hospital, Kingsway 
Hospital, Derby DE22 3LZ, Tel: 0332 624558 for details about TCPS Bulletin. 


Nafsiyat Inter-Cultural Therapy Centre - For details of courses and seminars contact: Lennox 
Thomas, Director, Nafsiyat, 278 Seven Sisters Road, London N4 2HY. 


The Women, Health and Healing Programme (USA) - Aims to stimulate research, policy analysis 
and curriculum development on the social and behavioral aspects of women’s health. For further 
details contact. Women, Health and Healing Program, Dept. of Behavioral Sciences. N-631 - Y San 
Francisco, California 94143. 


Society of Applied Anthropology in Canada - For further details contact: John Price, Dept. of 
Anthropology, York University, Downsview, Ontario M3J 1P3. 


Australian Society for Medical Anthropology - Interest group which keeps in contact through a 
newsletter (see Journals and Publications) and the Medical Anthropology Sessions held at the Annual 
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Australian Anthropological Conference. For further details contact: Dr Robyn Morris, Palliative Care 
Unit, Flinders Medical Centre, Bedford Park, South Australia 5042. Tel: 08 204 5416 Fax: 618 204 
5450. 


International Association for the Study of Traditional Asian Medicine: An international network 
of scholars studying Asian Medicine and carrying out comparative research. Regular international 
conferences and Newsletter. For further details contact: Dr Charles Nuckolls, Editor, IASTAM 
Newsletter, Department of Anthropology, Emory University, Atlanta, Georgia 30322, USA. 


G.I.R.A.M.E. - Inter-University Research Group in Ethnopsychiatry and Medical Anthropology. 
Includes teachers and researchers from four universities: McGill University, Universite de Montreal, 
Universite du Quebec a Montreal and Universite Laval - in the disciplines of Anthropology, Medicine, 
Nursing, Psychiatry, Psychology and Sociology. Aims to promote, coordinate and disseminate research 
and teaching concerning health in relation to sociocultural factors. Newsletter three times a year, in 
English or French. For further details. contact: Gilles Bibeau. G.I.R.A.M.E. Universite de Montreal, 
Case postale 6128, Succersal A, Montreal, Quebec. H3C 3J7. 


Nursing and Anthropology Association - Nurses, nurse anthropologists and anthropologists have 
formed a nursing/anthropology group with meetings and conferences. For further details contact: 
Jenny Littlewood, South Bank University, 103 Borough Road, London SE1 OAA. 


International Union for the Scientific Study of Populations - A working group of IUSSP on 
anthropological demography. For further details contact: Gilles Pision, INED, 27 Rue du 
Commandeur, Paris 75675, Cedex 14. 


Society for Indian Medical Anthropology - Publishes a Bulletin (see Journals and Publications). For 
further details contact: Dr P C Joshi (president), Dept. of Anthropology, Garhwal University, Srinagar 
- 246174, Garhwal (U.P.), India. 


Central to the organisation of the Society of Medical Anthropology (USA) are a number of special 
topic affiliated groups and committees: 


- Council on Nursing and Anthropology. Contact: M Dreher, University of Miami School of Nursing, 
PO Box 01690 (D2-5) Royce Building, Miami, FL 33612. 

- Infectious Disease Study Group. Contact: J Coreil, Centre for Public Health, University of Florida, 
Tampa, FL 33612. 

- Anthropology and Reproduction Group. Contact: K Michaelson, MS-132, Eastern Washington 
University , Cheney, WA 99004. 

- Disability Research Interest Group. Contact C Goldin, Div of Continuing Education, Rutgers 
University, New Brunswick, NJ08903. 

- Association for Anthropology and Gerontology. Contact: Kiefer, Dept of Human Dev. and Aging, 
University of California, San Fransisco, CA 90089. 

- Critical Anthropology of Health Caucus. Contact: E S Lazarus, Dept of Sociology and Anthropology, 
King 305, Oberlin C, Oberlin, OH 44074. 

- Alcohol and Drug Study Group. Contact: M Marshal, Dept. of Anthropology, University of Iowa, 
Iowa City IA 52242. 

- Anthropology and AIDS Research Group. Contact: D Feldman, ACQC, 115-10 Queens Blvd., Suite 
ULS, Forest Hills, NY 11375. 
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JOURNALS OF INTEREST 


The leading journals which publish medical anthropology in Europe and America are: 


Medical Anthropology Quarterly. Editorial address: Alan Harwood, Dept. of Anthropology, 
University of Massachusetts, Boston MA 02125. International editor: Ronald Frankenberg. UK 
corresponding editor: Cecil Helman. MAQ sent free to all members of the Society of Medical 
Anthropology USA - (a section of the American Anthropology Association). The original format of 
a newsletter has now been expanded into a fully fledged journal which promises to be one of the 
leading journals in the subject. 


Culture, Medicine and Psychiatry. Editors-in-chief: Byron Good and Mary-Jo Good, Dept. of Social 
Medicine and Health Policy, Harvard Medical School, 25 Shattuck Street, Boston MA 02115 USA. 


Medical Anthropology. Editors: Robert Ness, P J Pelto, G H Pelto, University of Connecticut, Box 
U-58, Storrs, Connecticut 06268 USA. 


Social Science and Medicine. Editor - medical anthropology - Dr Kris Heggenhougen, Department 
of Social Medicine, Harvard Medical School, 25 Shatuck St, Boston, Mass, 02115, USA. 


Transcultural Psychiatric Research Review. This is a quarterly journal published in Montreal, but 
with an international editorial committee. Editorial Address: Dr Lawrence Kirmayer, Dept. of 
Psychiatry, McGill University, 1033 Pine Ave. West, Montreal, Quebec, Canada H3A 1A1. It began 
publication in 1956 in order to provide a channel of communication for those psychiatrists and social 
scientists in different parts of the world who are concerned with the relationship between culture, 
mental health, and mental ill-health. Its purpose is to help coordinate scientific effort by pooling 
information about current research in many countries. It continues to be the most comprehensive and 
eclectic journal in the field. Published quarterly, each issue includes an extensive bibliographic review 
of a key area as well as book reviews and abstracts which are of sufficient scope to provide both a 
summary of content and critical comment. 


Over the years, the editors have developed a worldwide network of psychiatrists and social scientists 
which often permits coverage of unpublished manuscripts and of publications with limited distribution. 
The TPRR is essential for research workers in borderland areas between psychiatry, psychology, 
medicine and anthropology, for health practitioners working in multi-cultural settings and for teachers 
dealing with these areas. 


Journal of Cross-Cultural Gerontology. First published 1986. Editorial address: Dept. of 
Anthropology, Case Western Reserve University, Cleveland, Ohio 44106, USA. For information on 
subscription write to :-Kluwer Academic Publishers Group, P.O. Box 322, 3300 AH Dordrecht, The 
Netherlands. 


Society for Indian Medical Anthropology Bulletin. The President of the Society and Editor of the 
Bulletin is: Dr: P C Joshi, Dept of Anthropology, Garhwal University, Srinagar - 246174, Garhwal 
(U.P.), India. The bulletin includes book reviews and reports on recent conferences, including the 
session on ‘Medical Anthropology, Ethnomedicine and Ethnobotany’ during the All-India Seminar on 
‘Anthropology and Development’ at Garhwal University, Srinagar; and the session on Medical 
Anthropology at the Symposium at Delhi University on ‘Perspectives in Anthropological Researches 
in India: Planning for Future Research and Methodologies’. Details on subscription to the Bulletin 
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available from: Dr S K Sahu, Centre for Social Medicine and Community Health. J N U., New Delhi - 
110067 India. 


Europe 


Bulletin d’Ecologie Humaine. Editorial address: Laboratoire d; Ecologie Humaine, Equipe de 
Recherch 221 du CNRS, Universite de Droit d’Economie et des Sciences d’ Aix-Marseille, Aix-en- 
Provence, France. 


Curare: Zeitschrift fur Ethnomedizin und Transkulturelle Psychiatrie. Editorial address: 
Arbitsgeneinschaft Ethnomedizin E.V., Haupstrasse 235 D-6900 Heidelberg, West Germany. The 
journal is mainly in German, but also includes occasional articles in French or English. 


Nieuwsbrief Medische Antropologie. (Holland and Belgium) - Editorial address: Dr Sjaak van der 
Geest, Oudezijds Achterburgwal, 185, 1012 DK Amsterdam, Holland. 


Nouvelle Revue D’Ethnopsychiatrie. Publishers: La Pensée Sauvage, B.P. 141, F 38002, Grenoble, 
France. 


Other journals that publish papers in medical anthropology: 


Annals of Internal Medicine 

Annual Reviews of Anthropology 

Anthropology Today 

British Journal of Psychiatry 

British Journal of Medical Psychology 

Ethnic and Racial Studies 

Human Organisation 

International Association for the Study of Traditional Asian Medicine Newsletter (see Other Groups) 
Journal of the Royal College of General Practitioners 

Journal of the American Medical Association 

Journal of Behavioral Medicine 

Journal of Family Practice 

Journal of the Folklore Society (University College) 

Journal of Nervous and Mental Diseases 

Lancet 

New England Journal of Medicine 

Newsletter of the Australian Society for Medical Anthropology - (see Other Groups) 
Psychopathologie Africaine 

Psychological Medicine 

Sociology of Health and Ilness 

South Asia Research (South Asia Centre SOAS) 

Santé Culture Health (medical anthropology and transcultural psychiatry newsletter of the University 
of Quebec) 

The Western Journal of Medicine 

Transcultural Psychiatry Society (U.K.) Bulletin 


Journals published by the Baywood Publishing Company (P.O. Box D, Farmingdale, New York 
11735, USA) include: International Journal of Health Services, International Quarterly of Community 
Health Education, Journal of Drug Education, and Psychiatry in Medicine (a journal on the 
biopsychosocial aspects of patient care). 
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Evaluation and Planning Centre Publications - 
The EPC publishes a series of discussion papers, reviews and annotated bibliographies at least four 


times a year. For further details contact: The Evaluation and Planning Centre, London School of 
Hygiene & Tropical Medicine, Keppel St., London WC1E 7HT 
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GRANTS FOR RESEARCH AND TRAVEL 


The following is a compiled list of individual grant giving bodies, agencies and schemes that 
readers will find useful. Although medical anthropology is not listed as a key area for funding 
by most bodies, the very cross-disciplinary nature of the discipline would interest funding 


organisations. 
Li ACU Development Fellowships Tenable for short periods in developed or developing 
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countries of the Commonwealth, the Fellowships will be offered once a year and shall 
be held in subject areas or fields of activity in which the needs of the developing 
countries are particularly great. Fellows can come form inside or outside the 
universities. The Association wishes especially to encourage the movement of staff in 
both directions between industry/commerce/public service and the universities with a 
view to forging reciprocally beneficial links. The programme has been devised for 
people of proven quality at a crucial stage of their career. It is not an immediately 
postdoctoral or degree-earning scheme; nor will Fellowships be offered simply for the 
pursuit of personal research. The ACU is especially keen to receive nominations of 
women candidates; and for programmes intended to enhance the status and role of 
women in its member universities. 


The purpose of the awards is to enable the universities of the Commonwealth, working 
together through their Association, to develop the human resources of their countries, 
and to do so through the interchange of people, knowledge, skills and technologies. 


Applications: A nomination form is enclosed. Section A must be completed by the 
nominating vice-chancellor or executive head. Section B is to be completed by the 
nominee. All questions must be answered in full. Candidates must enclose with the 
form a list of publication, and write evidence form the proposed host institution(s) that 
the proposed programme is acceptable to it/them. 


Applications should be addressed to 


Commonwealth Awards Division (TA) 
Association of Commonwealth Universities 
36 Gordon Square 

London WC1H OPF 


British Academy awards in the Humanities and Social Sciences - 1993-94. The 
Academy acts as Britain’s Research Council/National Academy for the arts. Its 
coverage of the humanities and social sciences does not include accountancy, social 
work, business, education, health or management studies. Its Guide gives details of the 
Academy’s; research grants scheme, small personal research grants, major research 
grants, overseas exchanges, visiting professorships for overseas scholars, Foreign and 
Commonwealth Office: Conference on Security and Co-operation in Europe (CSCE) 


funds, conference grants, publication grants, readerships and fellowships, postgraduate 
studentships. Copies available from: The British Academy, 20-21 Cornwall Terrace, 
London NW1 4QP. Tel: 071 487 5966. Fax: 071 224 3807. 


The British Council and the Norwegian Research Council have set up a joint fund to 
promote collaborative research projects between British and Norwegian universities. 
The fund provides travel and subsistence costs for exchange visits which are an 
essential part of the initial or middle phases of a project. Applications are invited for 
visits taking place in 1994. Proposals may be in any field of the Natural and Technical 
Sciences or the Humanities; Social Sciences research is not eligible. For further 
information, send an SAE to: The British Council, Fridtjof Jansens Plass 5, N-0160 
Oslo, Norway. 


The British Council has announced a travel grant scheme with the aim of encouraging 
new links between British and Belgian or Luxembourg professionals in the 
educational, social, cultural, scientific and technical fields. 


There is a call for applications under the British Council Anglo-German Academic 
Research Collaboration scheme. Preference will be given to research projects which 
provide research training opportunities in international collaboration for younger 
scientists. Financial support will be given for travel and living costs for both 
exploratory visits and agreed collaborative projects. Further information and 
application forms can be obtained from: The British Council, Science and Education 
Section, Hahnenstrasse 6, D-50667 Cologne. Tel: +49 221 206 4432/3. Fax: + 40 221 
206 4455. 


Travel grants are available from the British Council for university staff who wish to 
visit Denmark, Finland, Norway or Sweden in order to set up academic links or joint 
research projects with counterparts there. Grants are not available for the purpose of 
giving guest lectures, taking part in conferences or carrying out personal research. For 
further information, send a self-addressed envelope to the British Council office in: 
Denmark - Gammel Mont 12, 1117 Copenhagen K. Finland - Hakaniemkatu 2, 00530 
Helsinki. Norway - Fridjof Nansens Plass 5, 0160 Oslo. Sweden - Strandvagen 57 A/4, 
111523 Stockholm. 


The British Council has several schemes of interest to researchers wishing to cultivate 
links with European colleagues. The schemes include: joint research programmes, 
specialist tours, travel grants, fellowships, senior fellowships, grants in_ aid, 
visitorships, study tours, cultural exchange programmes, academic links schemes. 


The Government of Canada has announced the following programmes under its 1994 
Canadian Studies scheme: (i) Faculty Enrichment Award Programme, designed to 
increase knowledge and understanding of Canada abroad by assisting academics to 
develop and teach courses about Canada in their own discipline as part of their regular 
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teaching load. (ii) Institutional Research Programme, designed to assist institutions to 
undertake, under the direction of a designated principal researcher about Canada, 
comparative Canada-UK topics, or on aspects of Canada’s bilateral relations with the 
UK. (iii) Faculty Research Award Programme, designed to assist individual academics 
to undertake short-term research about Canada or on aspects of Canada’s bilateral 
relations with the UK, the Netherlands or the Nordic Countries. 


There is a call for applications for Daimwa Anglo-Japanese Foundation scholarships, 
tenable for 2 years, to be awarded in April 1994, tenable from September 1994. The 
purpose of the scholarships is to enable outstanding young UK graduates in any 
academic discipline, career or performing and creative art to acquire a knowledge of 
Japanese life, culture and language. The first academic year will be spent at a Centre 
for Japanese Studies in the UK, followed by 12 to 15 months in Japan. The 
scholarships meet the costs of tuition, travel and subsistence and provide a salary for 
the 2 years; funds are available at both postgraduate and postdoctoral level. Further 
information and application forms are available from: The Director General, Daimwa 
Anglo-Japanese Foundation, Condor House, 14 St. Pauls Churchyard, London EC4M 
8DB. Tel: 071 548 7255. Fax: 071 334 9314. 


The ESRC is inviting outline proposals for the establishment of new Resource Centres 
in the Social Sciences, which will promote researchers’ access to major high quality 
research resources and further develop those resources at the same time. Research 
itself will not be funded under the Competition. Applicants should be based at UK 
HEIs or Independent Research Institutions approved by the ESRC for research 
funding. 


ESRC International Office: The International Office aims to promote international 
collaboration where it will enhance the competitiveness of the UK social science base. 
It does not fund research as such, but has a number of research-related schemes: 
"working through" ESRC’s existing portfolio: existing ESRC award holders can apply 
for funding that will enhance the international dimension of _ their 
award/Centre/Programme, e.g., for visits abroad, international conferences and 
workshops. the ESRC Study Visit scheme operates with France, Germany and Sweden. 
Travel and subsistence funding is available for exploratory visits of usually between 
1 and 3 months, that are likely to lead to research collaboration. Annual closing date: 
30 July. separate schemes are operated enabling UK social scientists to attend 
meetings of the Maison des Sciences de L’Homme in Paris, and with China. 
networking funding related to the EU’s COST projects (Co-operation in Science and 
Technology) that fall within ESRC’s subject remit, e.g. Migration; Ageing and 
Technology; the Evolution of Rules for a Single European Market. 


The International Office’s Guidance Notes also include advice on accessing funds 
from: EC Framework Programmes, the European Science Foundation, NATO, the 
British Council. Full Guidance Notes are available from the RFU. 
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The EU's "Europe Against Cancer" programme funds fellowships to encourage the 
mobility of cancer research workers across Europe, awards research grants for targeted 
projects, and funds monitoring work on a European scale. The areas covered are: 1A 
Smoking prevention, 1B Nutrition and Cancer, 1C Fight against Carcinogenic agents, 
1D Information for the Public, 1E Health education and Cancer, 2 Training of health 
professionals, 3 Screening and Cancer registers. Further information and application 
forms can be obtained from: CEC, DG V.E.1, Europe Against Cancer, rue de la Loi 
200, B-1049 Brussels. Tel: 010 32 2 295 17 42. Fax: 010 32 2 296 2393. 


The German Academic Exchange Service (Deutscher Akademishcer Austauschdienst 
or DAAD) has published the 1993-94 edition if its booklet on funding and 
scholarships for research and study in Germany. This summarises all the different 
schemes of relevance to Anglo-German academic links. 


The Howard Hughes Medical Institute is a non-profit medical research organisation 
dedicated to basis biomedical research and education. Its principal objectives are the 
advancement of fundamental knowledge in biomedical science and the application of 
new scientific knowledge to the alleviation of disease and the promotion of health. 
They have announced the following programmes: (i) Research Training, Fellowships 
in Biological Sciences (ii) Predoctoral Fellowships in Biological Sciences. 


Joseph Rowntree Foundation The Foundation spent over £5 million in support of 
housing, social policy, government relations, disability, voluntary sector, community 
care research in 1992; the impact of the findings of Foundation-sponsored projects on 
public policy making is much greater than this modest sum might suggest, however. 
The Foundation concentrates on clear themes of current importance, e.g., how to tackle 
the growing problem of mortgage arrears, the role of Housing Associations in social 
housing financing, the implications of changing family structures. It puts great 
emphasis on disseminating research results to those who can translate them into 
practical policies. "Search", [a quarterly newsletter] contains feature-length articles on 
recently sponsored projects. To request mailing list status, contact the address below. 
Foundation philosophy and funding mechanisms are described in its booklet "Research 
and Development Programme", and Rowntree’s new 1993 Publications List is also 
available on request. To be included on the distribution list, contact: Information 
Office, Joseph Rowntree Foundation, The Homestead, 40 Waterend, York YO3 6LP 


There is a call for applications for Leverhulme Trust Study Abroad Studentships. 
These are offered annually at a centre of learning in Europe or any other part of the 
world except the UK and the USA. Candidates must be at least first degree graduates 
of a UK university, holders of a CNAA degree or able to show evidence of equivalent 
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education in the UK. 


The MRC Rogers Fund awards in tropical medicine fund travel and subsistence costs 
incurred by medical undergraduates undertaking their clinical studies at a UK medical 
school or undertaking a research project at a centre in a current or former British 
territory, or Commonwealth country, in the tropics for between 2 and 5 months. 


The Nuffield Foundation is* offering awards of up to £4000 to newly appointed 
lecturers in: Science, Applied Science, Mathematics, Engineering, Medicine at UK 
HEIs. The object is to give assistance to such lecturers in the early stages of their 
independent research careers. Preference will be given to lecturers wishing to explore 
novel and original lines of research that may not be at a stage suitable for Research 
Council support. Candidates must apply within 12 months of taking up their posts and 
may apply between the time or being appointed and taking up the post. Further details 
and application forms are available (Ref. KG/NAL) from: The Nuffield Foundation, 
28 Bedford Square, London WC1 3EG. Tel: 071 580 7434. 


The Nuffield Foundation are also offering research fellowships to university teachers 
of social science in the UK to enable them to pursue their research interests on a 
full-time basis, free from teaching and administrative commitments. The awards will 
be for a minimum of a term and a maximum of a year. The Foundation will meet the 
research expenses of the successful candidates, together with the cost to their 
universities of replacement teaching. The Universities are expected to pay the Fellow’s 
salaries during the Fellowship period and to administer payments. The subjects 
covered by the scheme include: economics, political science, social administration, 
anthropology, social psychology, sociology. Studies within education, geography and 
medicine are also included in so far as these constitute social research. Most projects 
involving history or law are eligible even if they would normally be considered to lie 
within the humanities rather than the social sciences. Further information and 
application forms are available from the Nuffield Foundation. 


Overseas Research Students Awards Scheme (ORSAS). 


The Overseas Research Students Awards Scheme was set up in 1980 following 
concern that moves to make overseas students pay full-cost fees might deter the best 
students from undertaking research in UK universities. Last year 4,250 students from 
90 countries applied for 850 awards, worth from £3,000 a year in arts and social 
science subjects, to £5,000 in science and £11,000 in medicine. Chinese students won 
260 awards, Americans 112, Canadians 81, Indians 62 and Australians 51. 


Following a review, it has been decided that the scheme should continue for 3 years, 
when its future will then be reconsidered. The Committee of Vice Chancellors and 
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Principals will carry on running the scheme, but its scope will be widened to include 
students at any university, college or institute funded by one of the 3 funding councils 
for England, Wales and Scotland, or by DENI, the Depariment of Education for 
Northern Ireland. So far the scheme has been open only to students at institutions 
funded by the old Universities Funding Council and DENI. 


The Committee _on the Public Understanding of Science (COPUS) and the Royal 
Society (RS) are offering grants for new of continuing activities or initiatives directly 


concerned with the promotion of the public understanding of science (PUS) (including 
mathematics, technology and engineering). Applicants are asked to show clearly how 
their proposal relates to the PUS, to submit a statement of the financial basis of their 
proposal, the specify any related schemes in the area of the PUS of which they are 
aware and to give an assurance that the grant applied for is not for an activity in direct 
competition or conflict with existing schemes. Applications available from Ms Cheryl 
Davies (RS ext. 247). 


The Royal Society has amalgamated its schemes for the support of research, for 
overseas field research, for research in marine sciences and for research in the history 
of science into a single Royal Society Research Grants Scheme. Grants are available 
for projects in the natural sciences, including mathematics, engineering science, 
agricultural and medical research, the scientific aspects of archaeology, geography, 
experimental psychology and the history of science, technology or medicine. 
Applications available from the RS ext. 220. The following are some of their recent 
grant schemes: 


The RS, in response to the current difficulties faced by the scientific community of 
the former Soviet Union (FSU), is expanding its various schemes aimed at maintaining 
and strengthening links with postdoctoral scientists in all the republics of the FSU. 
These include: exchange agreements, ex-quota visits, joint projects, Kapitza 
fellowships postdoctoral fellowships, conferences and joint symposia. Further details 
available from the RS ext. 269. 


The RS are offering grants to scientists wishing to visit countries in Africa, Latin 
America, the Indian Sub-Continent and the newly industrialised countries of South 
East Asia. Travel grants and fellowships schemes are available. Details from the RS 
ext. 258. 


The RS are offering grants to cover short study visits from the People’s Republic of 
China and Taipei. All visits take place on the basis of the sending side paying 
international fares and the host side local costs. In addition, Royal Fellowships, Royal 
Society KC Wong Fellowships and Royal Society Sino-British Fellowship Trust 
awards are available to outstanding Chinese scientists to enable them to undertake 
periods of research in the UK. Details of all schemes available from the RS ext. 292. 
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The RS are offering awards for study visits to China, Taiwan and Hong Kong. The 
awards cover low cost return air fares and applications are advised to ensure that their 
hosts have assumed responsibility for accommodation, subsistence and in-country 
travel. In addition, scientists of professorial status may be nominated by participating 
Hong Kong HE institutions for the Kan Tongpo Visiting Professorship. Details 
available from the RS ext. 292. 


The RS are inviting applications for fellowships (visits of between 6 months and 1 
year) and study visits (lasting between 2 weeks and 6 months) to Australia and New 
Zealand. Applications for visits of longer than 3 months are eligible to apply for a 
grant to cover the airfare only. Details available from RS ext. 253. 


The RS are offering grants to undertake short-term visits of between 3 weeks and 6 
months to Canada. The awards are intended to assist with travel costs only; 
subsistence costs are payable by the Natural Sciences and Engineering Research 
Council of Canada at a standard rate. Details available from the RS ext. 305. 


The RS are inviting applications for study visits to Israel. Awards will cover the cost 
of return airfare and a subsistence allowance. In addition, applications are invited for 
postdoctoral fellowships of between 6 months and 2 years to undertake research in 
Israeli laboratories. Research Professorships are also available to allow scientists to 
visit Israel and for Israeli scientists to come to the UK for periods of between 2 and 
8 months. Details available from the RS ext. 218. 


The Royal Society invites applications from scientists in any subject, including 
mathematics and engineering, for appointments from 1 October 1994 to Royal Society 
Leverhulme Trust Senior Research Fellowships. The fellowships have been established 
to provide opportunities for scientists in mid-career to be relieved of all teaching and 
administrative duties for a period of between one academic term and one year, to do 
full-time research. Applicants must be aged between 35 and 55 and hold a substantive 
post in a British university. The fellowships will normally be held at the applicant’s 
Own institution, but may be held at any higher educational or research institution, or 
industrial research organisation, int eh UK approved by the Society. the fellows 
employing institution will be reimbursed for the full salary costs of a younger 
academic (up to age 28 on the academic and academic-related staff (Lecturer A and 
B) salary scale) employed to take over the fellow’s teaching and administrative duties 
for the period of the fellowship. The fellow may, however, continue with the 
supervision of postgraduate of postdoctoral research students. Fellows may apply for 
limited research expenses to cover the costs of consumables, etc,; grants cannot be 
made for equipment. Application details are available until 6 December from: 
Research Applications Department, The Royal Society, 6 Carlton House Terrace, 
London SW1Y 5AG. Fax: 071 930 2170. 


The RS Mullard Award is made annually to individuals who, in the opinion of 
Council, have made outstanding contributions to the advancement of science or 
engineering or technology directly promoting national prosperity in the United 
Kingdom of Great Britain and Northern Ireland. Consideration is given to proven 
achievements within the past ten years, judged particularly by their impact on the 


economy, that emphasise the service science and technology renders to national 
wealth. 


The Michael Faraday Award is made annually by the Council of the Royal Society 
to encourage scientists to promote the public understanding of science. It is made to 
the scientist or scientists who, in the opinion of the Council of the Royal Society, have 
done most to further, in the United Kingdom, the public understanding of science. 


The RS Wellcome Foundation Prize is awarded biennially for original contributions 
to medical and veterinary sciences published within the previous 10 years. 


An Aide Memoire has been signed between the Royal Society, the British Council and 
the Japan Society for the Promotion of Science (JSPS) to encourage and support a 
programme of Joint Research Projects with effect from July 1993. Two-year projects 
are considered in the natural sciences, mathematics, engineering and non-clinical 
medical research. The number and size of awards will partly depend on submissions 
received. Enquiries should be made to Vida Cody at the Royal Society (Tel: 839 5561 
ext. 218). 


The Royal Society has announced the continuation, for a further five years, of their 
UK-Israel Academy Research Professorship Scheme. The scheme was established to 
Support visits between the two countries. Enquiries should be make to Vida Cody at 
the Royal Society (Tel: 071 839 5591 ext.218). 
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BOOK REVIEWS 


CONSCIOUSNESS AND CYBERSPACE 

The Fourth Discontinuity: | The Co-evolution of Humans and Machines. By B. 
MAZLISH, 1993, Yale University Press, 271pp., ind., bib..£35; Cyberspace: First Steps. 
Edited by M. BENEDIKT, MIT Press, 1993, 436pp., ind., bibs., figs., £16.95; Altered States 
of Consciousness and Mental Health: A Cross-Cultural Perspective. Edited by C. WARD, 
1990, Sage, 316pp., ind., bibs., n.p.; Altered States of Consciousness. Edited by C.T.TART, 
1990, Harper, Third Edit., 690pp., ind., bibs., $16.95; Consciousness Explained, By D.C. 
DENNETT, 1993, Penguin, 511pp., ind., bib., figs., £7.99; Brain, Symbol and Experience: 
Towards a Neurophenomenology of Human Consciousness. By C.D. LAUGHLIN, i 
McMANUus, E.G. D’AQUILI, 1992, Columbia University Press, 403pp., ind., bib., $25; 
Dissociation: Culture, Mind and Body. Edited by D. SPIEGEL, 1994, American Psychiatric 
Press, 272 pp., ind., bib., $26.95; Treating Survivors of Satanist Abuse, Edited by V. 
SINASON, 1994, Routledge, 320 pp., ind., bibs., $11.95; Satanic Panic: The Creation of a 
Contemporary Legend. By J.S. VICTOR, 408 pp., ind., bib., Illus., Open Court Publishers, 
1993, pb. $15.00, hb $34.95; The Hypnotic Brain: Hypnotherapy and Social 
Communication. By P. BROWN, 1991, Yale University Press, 322pp., ind., bib., $40.00 h.b., 
$25.00 p.b.; A History of Hypnotism. By A.GAULD, Cambridge University Press, 738 pp., 
ind., bib., 13 plates, £75. 


What were once fairly distinct debates on body-mind dualism, on free will, on spirit 
possession, on the social construction of cognition, on whether humans can be simply 
understood as calculating engines, have come together in the current debate on consciousness; 
academics from different disciplines mixing it rather promiscuously - philosophers and 
neuropsychologists of course, but also historians, psychiatrists and anthropologists, and now 
demonologists. The whole issue has been given particular poignancy by two well publicised 
issues: (a) The debate on ‘false memory syndrome’ in multiple personality disorder (MPD) 
which threatens to dismantle the Freudian edifice which allowed us to see memory and 
cognition as humanly motivated yet not ‘intentional’ in any popular sense, and (b) The 
continuing and perplexing relationship between computers and humans, with the establishment 
of ‘cyberspace’ as a locus of human culture not embodied in the usual way. Bruce Mazlish 
calls this realisation of the inter-relationship between human evolution and the development 
of the machine our ‘fourth discontinuity’, following Freud’s suggestion that human 
consciousness had been progressively displaced from the real centre of affairs, first through 
Copernicus (the Earth is not the fixed centre of the universe), Darwin (humankind is not a 
fixed and separately created life-form) and then Freud himself (we are determined by our 
instincts and cultural history in ways which remain generally unknown to us). 


Mazlish details the anxieties which have recurred with the development of machines which 
have simulated, replicated or replaced human thought and action: from La Mettrie’s 
(theoretical) L’Homme-machine, eighteenth century automata, robots and now Artificial 
Intelligence. The human contributors to Benedikt’s volume happily leap into cyberspace, a 
term coined by the science fiction writer William Gibson to designate the forthcoming global 
matrix which we access through our on-line P.C., dedicated e-mail lines, INTERNET, MUDs 
(multiple-user dungeons, a species of Tolkeinesque electronic games), virtual reality 


78 


datagloves and stereoscopic helmets, and, soon, electronic prostheses and neural implants: a 
parallel universe populated by our dream processes and gloomy avatars, Haitian loas and the 
personages of classical mythology, anthropoid computer viruses and some residue of our 
personal identities after our death. If this seems close to science fantasy, INTERNET now has 
some 10 million users, increasing by fifteen percent a year, and Benedikt’s papers remind us 
that commercial proposals are well in hand for hiring out body forms when e-mail meets 
virtual reality in the next couple of years; anyone checking the electronic bulletin boards 
recently will be aware of the debates on how to meet the challenges to our customary ideas 
of embodiment, individuality and intellectual property. (Take these texts downloaded: 
18/1/94: on Netlaw, Netpolice, "the migration of real world persons into the matrix") 
Definitions of cyberspace vary from simply ‘being in’ a particular directory in a file system 
to the consensual virtual reality of "a parallel universe created and sustained by the world’s 
computers and communication lines... wherever electricity runs with intelligence" (Benedict, 
pp.1,2). 


Anthropologists have, of course, been somewhere not dissimilar before - in the cosmologies, 
dreamtime, and indigenous psychologies of their fieldwork. Colleen Ward’s collection of 
papers summarises recent anthropological and psychiatric work an ‘altered states of 
consciousness’ : a relatively conventional volume but one which provides excellent overviews 
of the history of the subject, accounts of spirit possession from ancient Peru, medieval Europe 
and the contemporary MPD clinic, from Brasil, Mali, India and Canadian Amerindians, the 
association or otherwise between possession experience and illness (whether regarded as such 
locally or by the observer). In the best theoretical paper, Spanos takes a personalistic view 
in arguing that hypnosis, demonic possession and MPD can be seen as strategic disavowals 
of personal responsibility for actions. Tart’s extended edition of his well-known book provides 
an up-to-date anthology of the whole phenomena of ‘altered states of consciousness’ - 
probably the best place to start. There are 35 review articles, case reports and field studies 
on mystical and visionary experience, dreams, hypnagogic phenomena, meditation, hypnosis, 
psychedelic and hallucinogenic drugs, and on psychophysiologic approaches. 


Also interested in the intersection of anthropological and biological approaches, Brain, 
Symbol and Experience is perhaps the most exciting volume here for medical anthropologists. 
Unlike North American interest in neurophilosophy, European students have generally 
ridiculed this topic. Which of us observed recently "We don’t have to feel guilty any longer 
for not taking an EEG machine on fieldwork"? Laughlin and his colleagues, American it is 
true but writing in a tradition derived from Turner, Piaget, Lévi-Strauss, Jung and European 
phenomenology, argue that we still should. In 1974 they coined the term ‘biogenetic 
structuralism’ to describe a phenomenologically based anthropology which is ‘grounded’ in 
(not caused by) biological and evolutionary questions. Anthropology has itself been influential 
on neurophilosophy (Dawkin’s extended phenotype, and on Dennett, of whom more in a 
moment), but the authors situate their work in an antidualist anthropology of embodied 
cognition, informed by ethnographic inquiry but here rather removed from actual instances. 
‘Altered states of consciousness’ are reframed as ‘alternative phases of consciousness’ and 
these ‘transpersonal anthropologists’ (ie interested in dreams, meditation, hallucinogens, etc) 
have moved away from the still pathologising interests of much of the ASC literature 
exemplified by Ward’s volume. Taking up Husserl’s dialogue between mind and its own 
nature, they argue for a single non-dualist language; mind and body are aspects of the same 
reality, but they recommend that we employ multiple, indeed every possible, perspective to 
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achieve this position, both bottom-up (neuroscience) and top-down (introspection), detailing 
accounts of their experience of different types of meditation with hard-nosed neuroanatomy 
and physiology, taking their lead from Victor Turner’s later papers on right/left hemisphere 
functioning. Their position they argue is naturalistic in that minds are things people have; and 
I was concerned with their firm assumption, but rather vague demonstration, that ‘culture’ 
directly contributes to brain development. At times I wondered if their rapid switching 
between levels of explanation really demonstrated their unity. (Their idea of ‘structure’ 
includes both function and content as well as neurological structure.) They make a brilliant 
and non-romanticised case for arguing for the scientific validity of non-western psychologies 
such as the phenomenological approaches of Tibetan Buddhism; for about ten minutes I 
became totally convinced of their argument for the biological efficacy of acupuncture as 
employing valid schemata of the cognised body. 


Transpersonal anthropology argues strongly against any modal or normal type of 
consciousness, particularly of the ‘rational’ everyday sort assumed to be central to western 
societies. Ritual is the point of crossing from one type of consciousness to another, a process 
which makes real the cosmology presented to initiates: it is empirically realised. I began to 
get lost when they mapped the phases of consciousness against Piaget’s schema of 
psychological development. At many levels they are neurologically determinist: consciousness 
emerges in neo-cortical connections (almost in a Cartesian way in between afferent and 
efferent fibres), there are universal symbols whose power lies in their affinity with certain 
fixed neurological functions (an idea previously found in Jung and Reichel-Dolmatoff) which 
are accessed in ‘higher’ forms of meditation. But a stimulating, timely and provocative book. 


Alan Gauld’s magisterial volume on the history of the hypnotism since 18th century is 
beautifully written, tracing its origins in mesmerism and animal magnetism, though its 
intellectual predominance in the French Third Republic, to a brief conclusion on the current 
status of trance and other ASCs. Although maintaining that hypnotism is not a cultural 
product but an identifiable natural phenomenon, this is an essential volume for any department 
library which teaches medical or ‘transpersonal’ anthropology. The collection edited by 
Spiegel starts from a broadly biomedical and naturalistic point of view, to consider its 
limitations: tracing some such notion as dissociation from antiquity whilst providing a 
Dissociative Experiences rating scale (DES), and reviewing the current evidence for 
neuropsychological correlates of hypnosis. The anthropologically orientated constitutions 
(Kirmayer and Lewis-Fernandez) provide a summary of cultural variations in what 
psychiatrists characterise as dissociation. 


The publication of Treating Survivors of Satanic Abuse has been overshadowed by Jean La 
Fontaine’s recent report which argues that there is no evidence for organised Satanic abuse 
in Britain. Therapists with survivors of sexual abuse (real or fantasied) have now argued for 
fifteen years that extreme states of dissociated consciousness - multiple personality disorder - 
are a consequence of early sexual abuse in which the psychological defence - ‘this isn’t 
happening to me, it’s happening to somebody else’ becomes a permanent part of adult 
identity. Christian therapists have identified the variant personalities as the spirits of the 
abusers, whilst a Harvard Medical School clinic specialises in the treatment of MPD in 
‘experiencers’: people abducted by aliens who are ritually abused in spaceships and then 
returned to earth. Whilst not pursuing their demonological quest to outer space, Sinason’s 
contributors demonstrate that there is now a large number of British psychotherapists and 
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social workers including some with university appointments who believe in wide-spread 
Satanism in Britain, including ritual murder and other practices. The closest to any 
sociological understanding of the phenomenon is an ‘analysis’ of satanic vestments, festivals 
and covern organisations which would do credit to Alesteir Crowley: a Malleus Malificarum 
for the 1990s with plenty of suggestions that anyone ridiculing or doubting the evidence must 
have much to hide themselves. Satanic Panic offers a rather different account of recent local 
accusations of satanism in the United States using deviancy theory: well-researched with 
extensive documentation (but a little journalistic), Victor eschews any specific explanation but 
places current sorcery accusations within an American tradition of moral panics, from Salem 
to the Red Scare, but now coalescing with fundamentalist anti-semitism and the New Right. 


The Hypnotic Brain puts together the psychological and historical data to justify contemporary 
hypnotherapy, the particularly American clinical practice which has been blamed for inducin g 
‘false memory’ in patients diagnosed as having MPD. As with many biomedical approaches, 
its emphasis on a mechanism demonstrated by scientific procedures rather downplays the 
effects of ‘suggestion’, consensual validation and the ideological construction of our conscious 
awareness. A useful antidote is Donna Haraway’s Simians, Cyborgs and Women which will 
be reviewed in a forthcoming BMAR. 


Dennett’s frequently infuriating book is an elegant but generally repetitious popular account 
of his ‘multiple drafts’ refutation of any sort of Cartesian ‘centre’ to consciousness, whether 
taken as a fixed anatomical point or set of neurological relations, or even as a ‘lighthouse 
beam’ flitting around the brain. There is no Cartesian Theatre, no Central Executive, but 
rather a number of specialist brain circuits which ‘thanks to a family of habits’ inculcated 
partly in culture and partly by individual self-exploration, conspire together to produce a more 
or less virtual machine, the Joycean Machine. He is sympathetic to the idea that multiple 
personality is just another virtual machine run on the same hardware. What remains vague 
is just how this particular cultural conspiracy works, how some sense of a linear and unitary 
consciousness seems to have proved more adaptive in our biological and political history. 
All the same, a stimulating read, and a fairly painless introduction in the application of hard 
neurophysiological data to the philosophy of mind. 


Claims to medical anthropological interest in the recent work on consciousness would seem 
to lie in our current interest in embodiment - with the sense that interpretive approaches have 
become ....well, over-interpretive in Eco’s term; that dualism is dead yet we are uncertain 
what to put in its place (cf. the recent anonymous editorial in Social Science and Medicine 
by, I suspect, Allan Young). Taking these volumes together suggests that dualism is not 
altogether buried, in that we cannot simultaneously think naturalistically and personalistically 
about the same phenomenon (and what is the neuropsychological grounding of that?): most 
of them come down pretty clearly on one side or the other. And our new demons enter 
through the gap. The exception is perhaps Brain, Symbol and Experience which rather 
dazzlingly switches from one position to the other. When God is no longer in Her machine, 
can ape and angel still communicate? Only in cyberspace. 


R.L. 
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Mama Lola: A Vodou Priestess in Brooklyn. By KAREN MCCARTHY BROWN, University 
of California Press, 1991, pp. x+ 405, $24.95. 


Since the Herskovits-Frazier debate on the legitimacy of the African heritage in the Americas, 
scholars have learned to pay closer attention to the continuing and re-created relations 
between Africa and the New World. Pensioned-off West African soldiers settled in Trinidad, 
and free African migration continued during the nineteenth century. Not so in North 
America, for which Frazier maintained that African American culture was essentially a 
product of slavery, against Herskovits, who argued for the presence of "survivals" of Yoruba 
and Dahomean life. More recently, with the active re-creation of an Africa in such groups 
as Rastafari (Jamaica), the Earth People (Trinidad), and MOVE (United States), academics 
have become more sympathetic to the notion that each generation actively remakes its past, 
for "tradition" has constantly to be reenacted. 


At first glance, the present volume is not promising. A glossy presentation, title and 
subheadings ("Healing, the Vodou way") and a meagre bibliography argue for some 
coffee-table exoticism. Seldom can a reader be more disconcerted, however, for this volume 
is superb: a poignant account of a Haitian migrant to New York and how she appropriates 
and reworks her family knowledge of voodoo healing and ritual. Intercutting the ethnographic 
chapters, each presided over by a figure from the voodoo pantheon, are a series of 
semi-fictionalised vignettes derived by Brown from family tales told to her by Alourdes, the 
priestess. In dense but readable narrative, the themes that Alourdes picks up recall and revise 
real, lived experiences situated in historical time. The loas (spirits), which possess her at 
formal ceremonies or at times of crisis, condense both historical memories and immediate 
daily life, "catalyst{s] who mobilise the will and energy of human beings". They are 
addressed in Port-au-Prince cemeteries and in Brooklyn living rooms, through collective 
ceremonies and extemporised household altars, through corn meal and potato chips. 


The loas manifest in transient thoughts and in dreams; they are formally supplicated or they 
suddenly descend to invest their human children. They are objectifications of parents, of 
personal memory, or anger and fantasy, of sexuality and poverty, of maternity or implacable 
natural power. In Brooklyn, Alourdes’s clients come to her with sickness and misfortune, lost 
or sought jobs, erring partners and desired lovers, with all the problems of poor and 
marginalised immigrants in a new country. The loas, too, have to live in a new country: the 
Gede (trickster spirit) takes on American identities. The libations once poured onto the earth 
floor of the Haitian house now are collected in bowls to be used in healing baths and thus to 
be returned into the bodies of the devotees. 


A short review fails to do justice to this volume’s richness. Voodoo is formal and informal, 
pluripotent, assimilating and appropriating, less concerned with belief or doctrine than with 
existing human relationships. Brown places a particular emphasis on the shallow 
matrilineages that emerge in Haitan society; as the reconstituted peasantry that formed after 
slavery breaks down under political corruption, droughts, and white imperialism, with 
migration to the towns and to the United States, the muted voice of the women becomes more 
salient. We have here tales of decisive women, economically active mothers and culture 
carriers who respond with exasperation to the feckless and violent men whose lives intersect 
with their own. Gently informed by her own life and by women’s anthropology, Brown 
offers a sympathetic and vivid portrait of the lives of a group of women, a creolized world 
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that, in its themes and in its apparent avoidance of polemic, justly stands comparison with 
Godfrey Lienhardt’s Divinity and Experience. 


R.L. 


(reprinted from The Annals of the American Academy) 


"Race" and Health in Contemporary Britain, Edited by WAQAR I.U. AHMAD, Open 
University Press, 1993, vii + 247 pp. 


Given the now widespread recognition that members of black and minority groups in Britain 
generally receive poorer health care than does the dominant white population, this is a timely 
and most useful book. Chapters (hardly papers) offer an overview of the ‘racialisation’ of 
black health, and look at ethnic sensitivity versus anti-racist health services, at pregnancy and 
maternity, the haemoglobinopathies and schizophrenia, the elderly, health promotion, 
employment in the NHS and its equal opportunities policies. They provide a concise and 
pragmatic introduction to the area reinforced by a wealth of biomedical and health policy 
citations: this volume is likely to become a welcome textbook for the burgeoning academic 
market in health related social science and managerial training, not to mention policy for our 
new trim-line on-line health service. 


"The first critical introduction to the subject of ‘race’ and health in contemporary Britain" 
(blurb)? Well, hardly. There has been a large number of edited volumes and monographs 
in recent years, the best of which are cited. ‘Critical’? Well, only in the sense that it makes 
criticisms (albeit justifiably) of the benign or malignant neglect of minority ill health; of the 
relative professional uninterest in diseases more frequent amongst them, of the failure to 
provide equal and appropriate health care; of the unequal promotion of black health workers. 
Not however critical in the sense of teasing out the economic and ideological basis of health; 
of elucidating the inter-relationships between biology, culture and power; or indeed examining 
this mysterious convergence between a Conservative health consumerism and the superficially 
opposed movement for black user empowerment. In the end - at the end of the day as our 
health delivery system managers like to say - there is nothing much here which will not be 
easily accommodated into their new NHS with a little public relations. Beyond its excess of 
boxed summaries and ‘key points’, Venn diagrams, flow charts and tables of sometimes 
uncertain relevance - and an unexamined rhetoric of agendas, whistle-blowers and caretakers, 
outreaching and targeting, community and marginalisation - there is a serious absence of 
critical theory, and little concern with how the public power of medical knowledge is created 
and sustained. No Foucault, Gramsci, Taussig or Benjamin here, or even Parsons, Kleinman, 
Singer or Scheper-Hughes. And only a formal passing nod to Fanon. 


The closest approach to a theoretical understanding is the editor’s use of ‘racialisation’: the 
location of the social and the political in culture and biology. Fair enough, if hardly new, yet 
his contributors seem much happier than he with the term ‘culture’ which (pace cultural 
Studies and critical theory) has acquired an unenviable reputation in the NHS as a 
stereotypical check-list of food preferences and taboos, snippets of religious practice, festivals, 
and so on. Yet more than one contributor objects to English ‘monoculturalism’, and most 
complain of the lack of sensitivity to black cultures. The idiom of ‘racialisation’ rightly 
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critiques the essentialism of folkloric notions of some traditional heritage trundled about by 
individuals as ineluctable baggage; but to separate out embedded and tacit ‘culture’ from 
‘politics’ leaves the black person as the hapless victim of racism or perhaps the palimpsest 
of a future activist. Authors divide uneasily here between those arguing a failure to examine 
black values and the minority who suggest that to do this invents ‘black illness’ as a racist 
category. There’s much to be argued on both sides, but what is somewhat worrying is that 
no one, certainly not the editor who favours the latter, recognises the ambiguities. Somehow 
there is a presumed real explanation located independently of the actors’ (and authors’) own 
experiences, but we are uncertain what it is. 


One consequence is that despite routine criticisms of ‘the medical profession’ and one 
commentator’s definition of biomedicine as simply the process of ‘increasing colonisation of 
life’, the idea of sickness which emerges is one which is profoundly biomedical, some 
biological disease process surrounded by various, well, cultural, encrustations: a biological 
event which can be disinterred from underneath ethnic confusions (according to the doctor’s 
view) or from general racist prejudice (the view here). Black peoples’ own understandings 
of sickness and health, of suffering and invidia, of alleviation and recourse to healing, of 
causation and responsibility, of the sheer meanings of birth, death, sickness and insanity are 
totally ignored. Except in as much as they offer quotable snippets against medical 
insensitivity. Despite the warning against ‘racialisation’, this is just what happens here - 
black people achieve their identity solely in relation to white power. There is much talk of 
the health service needing to listen to black voices but we don’t hear them in this volume, 
only their professional advocates in the promoting of biomedical health. 


One exception promised to be S.P. Sashidharan and Errol Francis’ discussion of the diagnosis 
of schizophrenia among African-Caribbean people. But they present nothing new over their 
previous ideas - essentially that the increased rates are artefacts of epidemiological method, 
plus a certain suspicion as to why anybody should be interested in this subject anyway - apart 
from what I detect as a softening in their position, away from an objection to any sort of 
epidemiology of black psychological illness towards some more grudging acceptance of it 
with improved methodology, a position not too different from that of white liberal 
psychiatrists. Again, nothing on black historical identity, nothing on colonial and post- 
colonial hegemony, on the body (and mind) as the site of resistance, of madness as the voice 
of unreason in a commodified European rationality. 


Compared with the radicalism of ‘gender and mental health’ studies, ‘race and mental health’ 
remains ameliorative and pragmatic, unsophisticated in its theory, timid in its political 
conjectures. Anything else would, I imagine, be regarded as unscientific romanticism. A 
very British book. 

R.L: 


(Reprinted by permission of the editors of Sociology) 
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The Jamaican Body. By ELISA J SoBo, State University of New York Press, 1993, vii, 329 
pp., illus., bibliogr., index $17.95 (paper), $54.50 (cloth). 


Medical ethnographies of the West Indies, relative to those of African American communities 
in the United States, remain thin on the ground. There are some publications on bush 
medicine (Staiano, Bourgeroi), on fertility (Brody, MacCormack) and AIDS (Farmer), and 
much on religious healing (Herskovits, Simpson, Griffith, Wedenoja, myself), but only La 
Guerre has attempted previously a full-scale account of local medical understandings. Sobo’s 
book offers a fairly detailed description of rural Jamaican knowledge of the body and its 
sicknesses; if at times it is a little folkloric and undertheorised, relying on elicited ‘beliefs’ 
rather than placing such statements within a detailed context, it is a valuable contribution 
which places the physical body together with those more common interests of Caribbeanists - 
the colonial legacy, social mobility and personal autonomy, the woman-centred household, 
the competitive antagonism between men and women. 


Like the self, the physical body is conceptualised by the rural poor as fairly autonomous and 
circumscribed, yet, through its pores and orifices, permeable in both directions to a variety 
of external hazards and personal effluvia. And its vulnerability becomes salient through 
sexual activities and eating, moments when the taken-for-granted boundaries may be called 
into question. The body is continuously constructed through the ingestion of food: blood 
being built up and enriched through the correct diet and with the assistance of various 
commercial and bush tonics. The recurring images used by Sobo’s informants are ripeness, 
firmness and fullness; becoming rotten, decayed or dried up; blockage and closure. The 
inappropriate retention (or unwise placement) or certain substances within the body must be 
purged through cathartic bushes or diuretic herbal teas lest they corrupt and damage: excreta 
and gas, old blood, semen, afterbirths, and false or monstrous pregnancies. The idiom of 
pressure relates individual physiology to the constraints of the outside social world, 
simultaneously an awareness of the actions of others and the experience of their consequences 
for the body. Given its salience in tales, gossip, calypso and local literature, there is 
surprisingly little here on understandings of madness which provide other embodied values 
and passages between the naturalistic and the personalistic - two modes of thought which are 
distinguished fairly explicitly in Jamaica as elsewhere in the anglophone Caribbean. How the 
ultrahuman realms of spirits, the malevolence of others and the withdrawal of divine 
protection actually result in physical sickness remains a little mysterious. Nor is the reader 
clear whether the specification of any such mechanisms is of local interest: probably not. 


The notion of blood articulates both physiology and local identity. The developing foetus 
feeds on its mother’s blood and on renewed supplies of paternal semen, and once it is born 
on milk and the solid food provided by the mother and the identified father. The father thus 
contributes to his child as it grows, his substances becoming incorporated into its body and 
the man who takes on responsibility for another’s child and provides its food becomes in a 
very physical way a ‘biological father’. Sobo extends this ethnophysiology to local 
obligations for reciprocity. Fictive kinship and kin naming are established between 
neighbours and friends through the mutual exchange of food. And in this, Jamaicans 
physically become all ‘one blood’. Yet individuals are constantly wary of the dangers of 
Overincorporation, of obligation whether sexual or material, constantly preoccupied with 
others’ an their own self-interest. As elsewhere there is a tension between instrumental 
advantage, education, personal betterment, paid employment, an the local egalitarian values 
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of solidarity and mutual support; between what Peter Wilson has described (using the 
Providencian terms) as respectability and reputation; a local moral economy of limited good 
being opposed to the promises held out by emigration and education. Within the villages, the 
limits of ‘we is one blood’ are continually redefined through shifting partnerships and 
coalitions, their boundaries drawn anew through quarrels and bad-talking, and their further 
development - gossip about sorcery. Sobo situates concern about contamination of household, 
yard, food or body - not always distinguished as poisoning or as sorcery - with a 
preoccupation with external restrictions on one’s personal autonomy by those powerful: 
whether this preoccupation is derived from slavery or colonial exploitation or engendered 
anew in the contemporary relations between male and female, child and parent. Autonomy 
is itself a restriction on the power of others, resistance through refusal, compelling them in 
turn; for men through brute force or money; for women through sorcery using menstrual 
blood and the obligations of paternity, for the blood that feeds a child can tie both child and 
another adult. The author criticises anthropological assumptions that social restrictions on 
menstrual blood are necessarily related to some local elaboration of pollution rather than of 
simple power. This offers interesting possibilities for re-examining the well-known 
restrictions in Rastafari on male contact with women’s blood which has been too easily 
assumed to be a psychology of pollution novel to the Creole West Indies. 


How much can Sobo’s Jamaican findings be generalised to the rest of the Commonwealth 
Caribbean? That menstrual blood is not so much polluting as tying is backed by my own 
material from rural Trinidad where Creole men seem generally less concerned in Jamaica with 
contact with menstrual effluvia, whether in sexual intercourse or in sorcery, less preoccupied 
with being tied down by others or with guarding the entrances and exits of their body. Indeed 
Trinidadians themselves mock Jamaicans as a prickly and sensitive people who constantly 
need to reassert their personal autonomy against protestations of ‘one blood’. And sex in 
Trinidad seems less dangerous than it is in Jamaica: surprisingly few of Sobo’s female 
informants express much pleasure in it; not so in rural Trinidad where sexual relations are 
recognised by both partners as mutually pleasurable. 


The Jamaican body seems very much a thing one has experienced rather than enacted And 
Sobo notes here that children in conversation with adults usually phrase their personal wishes 
as ‘Make me do...’. There are some interesting questions here on causality, action and post- 
colonial identity which I hope she will develop in further work on the relations between 
political history and embodied personhood. 


R.L. 


(Reprinted by permission of the editor of Man) 


Therapy as Social Construction. Edited by SHEILA MCNAMEE & KENNETH J. GERGEN, CA: 
Sage, 1992, xi+220 pages, Cloth: $59.95, Paper $21.95. 


The theme of this book is quite the opposite of what we might have expected from the title. 
This is not on how therapy or healing is constructed in particular social contexts; not then the 
sort of medical anthropology familiar to readers of BMAR. Instead it is a manifesto for a 
group of related therapeutic practices in the United States (and to a lesser extent Italy and 
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Norway), which take as their principle ‘social constructionism’ - the explicit recognition that 
experience of our selfhood, our emotions and values, our family patterns and encounters with 
others, are determined by - or at least are an aspect of - the general suprapersonal cultural 
process through which our biographies are lived. 


‘Social constructionism’ seems an oddly Durkheimian and non-psychological term for what 
the contributors propose. They argue that existing psychotherapies are ‘essentialist’ or 
‘foundationalist’ for they retain an Enlightenment positivism in which accurate knowledge of 
the world and of our problems is attainable, independent of context and empirically verifiable. 
In this view, the therapist is a scientist whose expert knowledge is transmitted to the patient 
whose own malfunctioning has been due to ignorance of this truth. In the course of the 
therapy, the patient then attains something like the expert status of the therapist/scientist - 
rational, detached, autonomous. The critique for this and similar positions will be familiar 
to anthropologists from the writings of Geertz, and is represented in the interpretive ‘meaning- 
centred’ work of medical anthropologists like the Goods. Many of the authors here cite such 
‘post-modern’ thinkers as Bakhtin, Wittgenstein, Gadamer, Foucault, Ricoeur, Derrida, 
Clifford and Rorty - and much of the justification is an appeal to a litany of names: the new 
therapy is to be post-empirical and post-semiotic, it will be hermeneutic and deconstructionist, 
endebted to critical theory, to feminism and phenomenology and, above all, to the 
consciousness of post-modernity. 


Many of the thirteen, very similar chapters are taken up with lists of moral positions with 
which the new therapy is aligned; it is non-authoritarian, non-judgemental, non-casual, non- 
linear, indeterminant, non-dualistic, participatory and complementary, flexible and reflexive, 
a transformational dialogue in which therapists admit their ignorance and construct joint 
narratives with their patients, exchanging conceptual maps in a shared space of consensual 
reconstruction of reciprocal roles, with the re-authoring of personal narratives through 
therapeutic distinctions (reframing observations). I apologise for presenting lists of this sort 
but it does reflect the focus and style of the essays. At times, certain of the contributors 
slither into glush, now justified as a post-modern idiom, and it comes as no surprise to learn 
that one of them lives in a New Age commune. Patients and ideas are ‘beautiful’ and so on. 


Hermeneutic readings of Freud are not considered here, and Lacan is surprisingly absent as 
a reference figure. Most of the therapists come from a background in Milan family therapy, 
and what they seem to have in common is a loosening of the practices and conceptualisations 
of family therapy. Although cybernetics is criticised as apparently still ‘essentialist’ (in its 
idea that a family is a structure of interacting levels which are independent of the fact of 
observation), Bateson is cited as a precursor, and the whole new approach might be described 
in Batesonian terms as ‘tertiary learning’ (or ‘knowledge’). 


The book’s epistemology (or anti-epistemology) is frequently sloppy, and the citations of 
hermeneutic forerunners often seem derived from secondary sources; they serve as emblems 
or banners for the intentions of those post-modern therapists. Some instances of actual 
therapy are described, and they recall the humane and informal ‘conversational’ style of Bob 
Hobson. Whilst their practice as reported here with survivors of sexual abuse seems 
eminently sane and humane, I wondered if it does differ from the existing therapies as 
radically as they maintain: is the practising psychoanalyst really thinking during sessions that 
in this particular communication the patient’s superego seems to be getting the upper hand 
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of her id? Observation of various Western therapies suggests that in practice they are not so 
distinct from each other. In spite of their ‘deconstructionist’ label, the authors themselves talk 
here of ‘reconstructing’ identity. Again, the relationship between what therapists think they 
do, what they say they do, and what they are doing (as seen through different observational 
maps) seems unexamined. One chapter is apparently co-authored by a therapist and his client 
family, but a close reading suggests the text was written by the therapist and the family then 
read and (perhaps) commented on it. 


If we take the title of the book literally, to examine these therapies in their own social and 
political context (as the authors do not), what conclusions can we draw? The use of 
anthropological knowledge in clinical practice remains an uncertain area: a number of 
expressive therapies (psychodrama, art therapy) have certainly drawn on such classical 
ethnographic accounts of healing in the Third World as those of Victor Turner, and various 
neo-shamanic practices in North America derive their inspiration from popular and rather 
romanticised accounts of Amerindian shamans. The intention here is rather different and few 
papers refer to it non-industrialised societies. Rather ‘interpretive’ and ‘narrative’ 
methodologies are incorporated at a high level of generality to provide a quintessentially 
Western ethnopsychiatric therapy. On this: 


(i) What happens when what was a scholarly ‘descriptive’ or ‘analytical’ critical schema (i.e. 
social constructivism) is deployed as an explicitly intended interpersonal relationship? Are 
we talking of the same thing or just a fashionable tag? What has happened when we move 
from the observations of the medical anthropologist that therapeutic efficacy is in part through 
the therapist ‘not-knowing’ (as Murray Last has put it), to the situation depicted in the 
position expressed in the chapter by Anderson and Goolishian where ‘not-knowing’ is the 
deliberate strategy? If medical anthropologists can read all therapeutic practices 
‘interpretively’, then maybe the psychotherapists criticised here are already doing what the 
book advocates? 


(ii) What if the existing local ideas of ‘problem’ and ‘resolution’ are as causal as biomedical 
theories? What if the meanings we bring to healing encounters in the West are actually ‘why’ 
questions? In her chapter here Lynn Hoffman eschews notions of causality but is prepared 
to talk about karma. 


(iii) We may wonder if ‘deconstructionist’ therapy is perhaps the logical development of 
contemporary Western ideology, in which individual relationships are to be finally purged of 
any ascribed status of gender, race or class in the quest for free-floating authenticity: a 
libertarian market-place of communications as commodity and capital. (There is little here 
on the ironies of social power which defines individual problems as ‘problems’). The only 
contributors to deal with the ambiguities of therapeutic power (Efran and Clarfield) draw back 
from the next step - the abandonment of any expert role of the therapist whatsoever. We 
might be tempted to argue that the continued demystifying and democratising of therapy will 
lead to the therapist (or ‘conductor’ or ‘facilitator’, as preferred here) gracefully fading away 
altogether, in favour of a sort of technical resource (self-help books; video questionnaires; do- 
it-yourself cognitive restructuring; inspirational narratives) which can be purchased or 
accessed by the consumer. 


At the highest level of generality, problem, cause and resolution are the same social fact. The 
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experiences of fragmented identity which are commonly reported as reasons for seeking 
therapy in North America are part of the same process which engenders ‘post-modern’ 
therapies like this - therapies which agree there is no fixed identity but that new ones can be 
created in therapy. Identified problem and resolution chase each other like the emblematic 
serpent swallowing its own tail. Here as elsewhere. 


R.L. 


(Reprinted by permission of the editor of the Transcultural Psychiatric Research Review) 


Ayahs, Lascars and Princes: The Story of Indians in Britain 1700-1945. By R. VISRAM. 
Pluto Press. 1991. P/b. 304pp. notes, ind., Illus., £8.95. 


This is an interesting little book full of information about the lives of Indians in Britain. As 
an historical text it paints a vivid picture of the colonial relationship between Britain and its 
biggest colony and the way this was expressed in the movement of persons between the two 
countries. We get a real glimpse of the quality of life of the servants of the colonial classes 
and the soldiers who, despite fighting bravely for causes which were not their own, were 
subject to discrimination. There are also forceful accounts of the resilience, energy and 
political commitments of many Indians residing in Britain. A must for anyone interested in 
the nuances of colonial relationships. 


INGA-BRITT KRAUSE 


Quality of Life Assessment: Key Issues in the 1990’s. Edited by SR WALKER, RM 
ROSSER, December 1992. Kluwer. 439 pages, appendices, index. Hb £80. 


This is a solidly produced, well referenced book by two editors using no fewer than 31 
contributors. Whilst based on a workshop organised by the Centre for Medical Research, and 
an update of a previous edition, it does not read like conference proceedings. Each chapter 
has useful conclusions and future directions. The book is divided into three sections: quality 
of life measures, the application of these measures to major disease areas (cancer, rheumatoid 
arthritis, Parkinson’s disease, asthma, psychiatry, hypertension, angina and skin disorders) and 
viewpoints and perspectives (which include ethics, cost effectiveness and implications for 
policy). 


The book concerns the tension between the patient’s viewpoint on their quality of life and 
medical action and treatment. It explores the ‘turning point in the evaluation of clinical data’ 
- the movement from evaluation as the reliance on technical medical endpoints to patient’s 
survival and quality of their lives. The change in approach, of course, has accompanied the 
changes in demand for medical care, from infectious diseases to chronic degenerative 
conditions. There is also the shift from clinical decisions to management decision making, 
based on resource allocation in relation to dependency. It has accompanied a change from 
a ‘doing no harm’ to ‘value for money’ ethos where the cost impact of health care 
interventions are rapidly evolving. 
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The book considers the search for reliability in what is generally regarded as ‘soft’ data; the 
debate on the value of disease specific measures or overall measures; the seeming 
impossibility or inappropriateness of changing quality of life as an individual notion to a 
‘standardised measure’; the need for clinicians to have ‘a catholicity of outlook’ combined 
with scientific rigour. That all life is valued, but each life may have good or bad quality - 
particularly in relation to chronic pain. The book ends by suggesting that "it is likely to be 
several decades before we can expect to use this data routinely for policy decisions. It may 
be used for prioritising health care if related to costs of interventions". 


Aye there’s the rub. 


Too pricey for the individual, but reference reading for academics and clinicians. Little in 
this for an anthropologist unless they wish further insight into medical assessments, and no 
critical thought on indigenous conceptualisations of disorder and disease, and these this might 
articulate community concerns. 


JENNY LITTLEWOOD 


The Anthropology of Disease. Edited by CGN Mascie-Taylor, 1993. Oxford University 
Press. 158 pages, notes, bib., ind. n.p. 


This is the fifth book in the Biosocial Society Series under the general editorship of GA 
Harrison. Whilst firmly rooted in the epidemiological tradition of disease measurement, it 
debates how human activities have a modifying effect on the patterns and biological impact 
of diseases. The three contributors, a biological anthropologist, a social anthropologist, an 
anthropological epidemiologist, explore the complexity of the inter-relationship between the 
cause and development of a disease and the mitigating factors, the classification of agents of 
disease being attempted at the beginning of the book. 


The examples used in the first chapter are drawn from infectious diseases such as 
tuberculosis, and those from the metabolic disturbances such as diabetes and connected 
coronary heart disease. From the studies, the increase in the prevalence of diabetes appears 
to be ‘a universal phenomenon of migration and Westernisation’, though there appears also 
to be genetic susceptibility particularly in Asian Indians, which becomes exposed during stress 
in migration or socio-economic success. 


In a thoughtful chapter on social causes and cultural responses to disease, Gilbert Lewis takes 
the biological into the social and cultural debates of what is normal. How do we construct 
illness, what evidence of illness control do we gain from understanding different classificatory 
approaches and drawing on debates in bio-ethics, if ethics is local, how far can ‘westerners’ 
interfere by using preventative programmes where the disease being prevented is not 
recognised as a danger, or indeed recognised at all by the indigenous population. 


The final chapter examines the impact of European contact on Polynesia, drawing on 
historical and contemporary epidemiological and demographic data for the analysis. Firstly 
different people have used evidence of disease patterns for different reasons - evidence of 
domination, evidence of decaying society and so forth. And secondly difficulties arise when 
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contemporary disease patterns are explained by the ‘degree to which people are said to be 
traditional’ or ’modern’. The debate has been fuelled recently by Ingold in relation to the 
very nature of defining cultures as different, separating people as one might by saying ‘the 
individual and society’ then having to construct something to bring them together again, and 
the whole ‘western’ assumption of the superiority of modern over traditional. The whole 
notion of modernity itself has been debated as a Western statement of superiority. A third 
point asks why similar social structures may produce different endpoints: European contract 
was not ‘universally cataclysmic’, social forces have mediated experience. Further some 
public health measures have undoubtedly been successful, as evidenced from the increase in 
population growth following intervention. 


JENNY LITTLEWOOD 


Birth Weight and Economic Growth. By WP WARD, University of Chicago Press, 1993, 
140 pages, app., notes, bib., ind., n.p. 


This well produced book by a social historian examines the relationship between birth weight, 
economic growth and living standards of working class women in Boston, Dublin, Edinburgh, 
Montreal and Vienna between 1850 and 1930. Unlike the study by MacCormack of the 
relationship between ownership of production by women and the favourable development of 
female as well as male infants (or for a similar historical period, Marks’ comparison of East 
London Jewish and Irish women’s morbidity and mortality in relation to differential 
nutritional patterns towards their newborn infants). Ward more unusually, examines ‘foetal 
development to the point of birth’ and its relation to maternal nutrition. 


Whilst a relationship has been long appreciated between maternal height, parity, birth spacing 
and numbers at birth, the recognition that maternal nutritional state affects the child ‘in utero’ 
and not solely post-natally, is very recent. Because birth weight is susceptible to environment 
and living conditions, it reflects short and long term trends in women’s conditions. Data 
examining these connections comes from birth weights in war-time, famine, observational 
trials and diet intervention trials. The cities were chosen because of relatively good record 
keeping: their hospitals were near medical schools with an ethos of research and interest. 


The book traces the context in which the information was originally gathered, provides an 
equally short picture of the economic and social pictures of the study areas, then draws 
comparisons and conclusions from the analysis of records of birth from past hospital records 
in the study areas. Hospitals ‘were working class institutions’. If one was wealthy, home 
deliveries and attendants were appropriate. Birth weight of male infants was heavier on 
average than female infants; maternal ill health, parity and multiple births affected birth 
weight. From the comparisons, only Irish women seemed to differ: their babies were heavier 
if born in Boston, and whilst Irish Protestant women had ‘appropriate’ birth weights for their 
babies, Irish Catholics did not. No differences were noted for the Irish women in Edinburgh. 
This supported the idea that genetic differences did not account for birth weight variation. 
The author suggests there was a differential effect of occupational status, protecting the 
women in Boston. In Boston and Montreal in general poor women were better nourished than 
the Viennese. 
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Ward points out that height/weight relationships do not show steady increases but fluctuate 
in communities. In Vienna they diversified whereas in Boston they were taken in tandem. 
He suggests that male domination in Vienna led to the best food being kept for the man, and 
poor food if any for the women and children. Where there was relative sexual equality, as 
in Boston, there were fewer birth weight differentials. 


JENNY LITTLEWOOD 


Hysteria Beyond Freud. By SANDER L GILMAN, HELEN KING, ROY PORTER, GS 
ROUSSEAU, ELAINE SHOWALTER, 1993, 478pp., ind., bib. University of California Press. 


Hysteria did not begin or end with Freud. He inherited a tradition with a long history 
extending back over three thousand years. Moving beyond the two major realist historical 
accounts of hysteria: Ilza Veith’s (1965) Hysteria: The History of a Disease and Etienne 
Trillat’s (1986) Histoire de L’hysterie, this book presents a social historical and 
representational account of this baffling human condition which calls into question the most 
basic oppositions between reality and representation. Written with great erudition by five 
authors from different disciplines and nationalities, each with their own ideological viewpoint, 
the book includes perspectives from literary criticism, feminist theory, and social, cultural and 
medical history. It examines the ways in which hysteria has been conceived by doctors, 
patients, writers and artists in Europe and North America, from antiquity to the early 
twentieth century. The focus is on representations of hysteria, its metaphors and metonymies 
and its iconographic relations and imagery and the ideological and political purposes which 
they serve and poses important questions about gender and mind body relations. 


The first two chapters by King and Rousseau respectively are essentially historical in nature. 
King examines hysteria in the ancient world (and the emphasis on the wandering womb) and 
attempts to dispel the notion that Hippocrates was the inventor of Western classical hysteria, 
arguing that this idea was invented by later physicians in the middle ages and Renaissance 
and legitimated after the event of medical historians. Rousseau examines the fate of hysteria 
during the Renaissance and Enlightenment periods with the advent of Cartesian and 
Newtonian science, secularism and economic and political reform, all of which he claims led 
to a reinvigoration and regeneration of the condition. Porter examines issues concerning 
mind, body and gender relations in relation to hysteria in nineteenth century medicine. His 
focus is on the tension between materialist and ideological (medical and psychological) 
models of hysteria. He argues that hysteria could be fashioned as a disorder in this period, 
precisely because the culture at large sustained tense and ambiguous relationships between 
representations of the mind and body. Showalter critically examines hysteria over the past 
two centuries as an expression of the inscription of gender relations within medical discourse. 
She makes the point that although throughout history, hysteria has always been depicted as 
a female disorder, it has also been a disorder of men. The treatment and historiography are 
influenced by the traditional gender roles assigned to therapist and patient. In a richly 
illustrated chapter, Gilman examines the nineteenth century iconography of hysteria. He 
argues that the diagnosis of hysteria was not simply to identify pathology but also to 
stigmatise outsiders seem as different and dangerous, "the stigmatisation of the pathological". 
He includes among these groups Jews, Blacks, foreigners and women. The label hysteria 
became a key encodement of differece and danger. 
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Etienne Trillat in 1986 declared "Hysteria is dead, that’s for sure. It carried its mysteries to 
the grave". The authors of this book would strongly disagree with this conclusion, the 
cultural and symbolic meanings of hysteria remaining very much alive and, as Showalter 
States in this book (p 335): 


The stories of race and gender in hysteria still remain to be told, and thus this 
book cannot be the final narrative, but it is only another instalment in the long 
and unfinished history of hysteria in Western civilisation". 


Extremely well written and researched, up to date and very enjoyable to read. I would highly 
recommend it. 


SIMON DEIN 


Kinship with Strangers: Adoption and Interpretations of Kinship in American Culture. 
By JUDITH S. MODELL. University of California Press, xv + 280pp. Ind. Bib. H/B $35. 


The Western myth of adoption describes how an unwanted child is rescued from an unwed 
and underaged mother by new parents. The adoptive family is therefore happy and motivated; 
the birth mother, who has relinquished her child, is freed to develop her own life as if her 
pregnancy has never happened; the adoptee is chosen and saved. The story is simple, 
everyone benefits, and it reinforces another myth, that of normal parenthood in the typical 
American family. (In the UK we follow developments in the USA in matters related to 
adoption after a delay of 5-10 years). 


Judith Modell aims to deconstruct this myth. She describes how modern adoption practice 
has developed since mid-century; and she reports attitudes and reflections on adoption from 
the viewpoint of the adoptees, their adoptive parents and, particularly, their brth parents. Her 
most moving descriptions are of reunions. A recently fashionable monetarist perspective on 
adoption argues it as ideally determined by market forces, state intervention simply 
complicating the process and making it less satisfactory from the consumers’ perspective. 
The current shortage of adoptable children has affected the approach of those seeking children 
to adopt (supply and demand), and financial considerations in the "independent" sector 
conveniently equate "preparedness to pay" with "committment to parenting". The current 
bureaucracy of state governmental organisations, although understandable in that they need 
to be reassured about the process, alienates both adoptive and birth parents. It ignores John 
Bowlby’s advice that for the sake of the child the process should be completed as quickly as 
possible. "Granger adoptions" approximate more closely to the actual process of delivery and 
birth. (The eponymous Mrs Granger, a small, dumpy, grey-haired, completely unthreatening 
woman, enabled agencies to relax evaluated potential adoptive parents following a several 
hour, informal chat). Adoption agencies, on the other hand, have only recently moved from 
evaluating parents to educating them. 


All the parties involved have serious reservations about the procedure. Mothers (and fathers) 
do not give up their children readily, and indeed never recover from the loss; adoptees have 
a powerful urge to discover more about their biological roots, resulting in easier searches for 
birth relatives; adoptive families are faced with the new movement to encourage open 


93 


adoption which allows birth parents to maintain contact with their children. These issues, and 
many more, illustrate the increasing complexity of adoption and how it resutls in numerous 
areas of potential conflict. Although legislation may clarify the entitlement of adoptees to 
inhert from their adoptive parents, it cannot resolve emotional issues, many of which boil 
down to the quality of attachment. The shift from paternalism to encourage autonomy may 
be consistent with ideas of open adoption, and given the shortage of potential adoptees, there 
may be no resisting this. However, in the process we may lose one element, only touched 
on in this book but which to me seems to underpin the effectiveness of the process, namely 
altruism. The significance of personal committment that an adult makes to an (unknown) 
child is reflected in many outcome studies: children brought up by adoption do better than 
those who are fostered, who in turn do better than those brought up in institutions. 


The particularly complicated attachments which follow adoption are not sufficienty explored 
here. For example, adoptees frequently delay their search for their biological parents because 
of concerns about their adoptive family’s feelings. Nevertheless, Modell’s claim that the 
values of the American family are illuminated by understanding adoption succeeds, in that 
she demonstrates how the cosy mythology of the ideal family has been imposed on the 
process of adoption. 


MAURICE GREENBERG 


Limit Setting in Clinical Practice. By STEPHEN A. GREEN, RICHARD L. GOLDBERG, 
DAVID M. GOLDSTEIN & ELLEN LEIBENLUFT, American Psychiatric Press Inc., 1988, 
H/B xii + 130pp. Bib. 


The vast majority of people live their lives within defined boundaries, so why is it necessary 
to devote a book to the subject, as if it were very special? It may be because much of medical 
practice addresses the disintegration of those boundaries that usefully constrain human 
activity, and the normal assumptions that underpin human behaviour and communication no 
longer seem to exist. 


The difficulty this poses for mental health professionals is resolved if the individual conforms 
to the diagnostic process and accepts treatment, because when problems are seen as symptoms 
of an illness they can be considered sympathetically. If the patient improves then he or she 
has accepted the medical account of their problem, and is responding well to treatment. Such 
improvement may be achieved by simple medical interventions, although nowadays these are 
frequently accompanied by sympathy, understanding and support. 


The limits of acceptable behaviour are redefined in medical terms that are acceptable to 
society: "The individual has become ill and has responded to treatment." In a healthy society, 
or at least in British society, these norms, or what constitutes their limit, are subjected to 
constant scrutiny; particularly at the edges, where different categories overlap. Occasionally, 
enquiries are more fundamental and the framework itself may be challenged. By and large, 
however, the structure re-emerges relatively intact. Despite frequent assaults the medical 
model remains influential, its status due to a number of factors: its power to predict; the 
economic status of doctors; its empirical value; its intrinsic plausibility; its pedigree; the fact 
that "science" holds such a powerful sway; and, possibly, because there is some empirical 
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truth in it. 


Doctors in training are introduced to those issues and learn to recognise different models of 
explanation; medical, or psychological, or social, and to apply these to their patients. In the 
UK there is a tendency to distinguish between a "biological" and a "psychological" approach 
to psychiatric problems. In the former, a stricter medical model applies, the abnormalities are 
understood as symptoms or signs of an illness, which is then attributed to a "biological" 
change in the brain. According to this view personality, development and social circumstances 
contribute by triggering a disorder, or by creating a vulnerability or by influencing the style 
of presentation. Medication is the primary intervention, but does not preclude understanding 
and compassion as part of a human response to an individual’s suffering. The alternative 
account offers an internal and social narrative, based upon personality development and its 
interrelationship with the environment, which results in understandable emotional needs and 
responses to stress. An individual’s predicament is meaningful and determines treatment, by 
focusing on aspects of their personality and on their environment. 


The psychiatrist’s task is to hold on to both these models, since most people with psychiatric 
disorders respond better to an approach which takes into account the inclinations of the 
patient as well as the expertise of the professional. These are the limits within which 
treatment is planned and upon which it is agreed. 


Particular problems arise when the patients do not cooperate with what is offered by not 
accepting they are ill, or not agreeing to treatment, or appearing to sabotage it in some way. 
It is under these circumstances that the issue of limit setting arises. Some breaches are 
obvious, such as the refusal to accept treatment when there is irrefutable evidence that the 
patient is unwell and a serious risk because of this. However, they are often very subtle and 
only become apparent through an escalation of relatively minor infringements. Examples of 
this often occur when treating someone with alcohol dependency, or if patients miss 
appointments. More dramatic examples include people who frequently mutilate themselves 
in such a way that they do not cause serious damage, but require surgical treatment. 
Frequently this behaviour escalates despite every attempt to help and insistence by the patient 
that she wants more treatment. 


In general the process of limit setting as a therapeutic activity only begins if it is recognised 
that limits have been breached, and that this threatens to undermine treatment. Often earlier 
signs may be found in the emotional response of the therapist, who strives increasingly hard 
to help a patient who appears to be deteriorating despite escalating effort. The therapist then 
makes all kinds of unrealistic modifications to their treatment and when this is rewarded, they 
begin to feel irritated and want to terminate it abruptly. although this may be clear in 
retrospect, by the time an inexperienced therapist recognises what is happening the need to 
set limits is generally urgent. Learning to recognise this situation is painful and most 
therapists are able to describe in detail a handful of patients with whom they felt they earned 
their spurs. 


This slim volume addresses these issues in particular to psychotherapy, and emphasises the 
benefits of setting clear limits, which requires a rather behavioural approach, to furthering the 
psychotherapeutic process. As the authors point out, it can be confusing for an inexperienced 
therapist to accommodate these two models, which are very different. A number of the points 
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they make are illustrated by which were not always particularly successful in that they failed 
to bring the cases alive and give a true "feel" of the difficulties often encountered. The title 
is rather misleading, probably because it is difficult to teach an art based on the clinical 
practice by focusing on its structural framework. 


MAURICE GREENBERG 


Cognitive Foundations of Natural History: Towards an Anthropology of Science. By 
SCOTT ATRAN, Cambridge: Cambridge University Press, 1990, H/B £40.00, P/B £16.95, 
384 pp. Ind. 4 line diagrams. : 


This book follows up a debate the author organised some twenty years ago between Piaget 
and Chomsky on the origins of human thought and of scientific thought in particular: are all 
varieties of human thought reducible to Piaget’s undifferentiated intelligence or is scientific 
thought (for example) the result of a specialised cognitive aptitude? The area studied in 
pursuit of answers to these universalist thought is Natural History. Atran describes the growth 
of scientific taxonomies from folk biological classificatory systems which rely on 
commonsense perceptions. It is contended here that scientific thought is inextricably based 
on the limits of such common-sense, and hence, ultimately, on mankind’s physical sense 
perception and brain structure. 


The subtitle is rather misleading - this is not a social anthropology of a branch of science. 
It is an immensely synoptic account of the cognitive approaches of predominantly western 
naturalists, philosophers and scientists (starting, as is customary, with Aristotle) to the plants 
and animals they encountered and is based entirely on literary and, to a great extent, historical 
evidence, with material from philosophy, developmental psychology and anthropology. It 
must have taken the patience of Job to write it - to read it thoroughly demands something 
similar. 


As a cognitive study of cognition by a cognitive scientist, it is a book primarily for historians 
of science, philosophers and psychologists; its chief problem for anthropologists, I imagine, 
will be that of the almost complete absence of social context for the many examples given. 
Solely as regards science, reading what has been written by scientists about plants and 
animals may confuse the literary products of scientific activity with the social circumstances 
that permit any such activity in the first place. Certainly the oddness of discussing the views 
of an individual scientist in the same way as the views of a group of non-scientists (‘natives’) 
reported by a different individual scientist is not a problem for Atran. For example, his idea 
that monogeneric life-forms (like the cassawary for the Karam) are exceptions that prove the 
rule seems faulty on two counts: first, that a western apophthegm is used out of its context 
and, second, that this is actually used wrongly, ‘prove’ here meaning ‘conclusively 
demonstrate’ rather than properly ‘test’. But this is a single-minded book, batting aside such 
irrelevancies to its main thesis which does seem to be adequately proved. It would, after all, 
be most surprising if Atran were not right that we all have an innate disposition to 
differentiate living things from artefacts, though what Atran quotes to illustrate this 
proposition is surprising in an entirely different way - I thought every schoolboy knew it was 
not a handsaw that Hamlet said to Guildenstern he could tell a hawk from, but a hernshaw - 
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or heron. 


SIMON SINCLAIR 


Medicine and Hygiene in the Works of Flavius Josephus. By SAMUEL KOTTEK. EJ 
Brill, 1994, 217 pp, ind., bib., n.p. 


Flavius Josephus, the Jewish military and political historian who lived in Rome in the first 
century CE, is well known for his Jewish War and The Antiquities of the Jews. These were 
aimed at non-Jewish Hellenistic readers whom he endeavoured to make familiar with biblical 
narrative and Jewish lore. Although there is no lack of studies on Josephus, the medical 
aspects of his writings have been somewhat neglected; whilst he did not provide any 
Systematic description of diseases, a number of brief medical cases are featured throughout 
those of his narratives which have been taken from the Bible and Talmud, primarily 
theological and cultural. 


Kottek provides a systematic exposition of Josephus’s medical writings, emphasising any 
discrepancies between these and the original biblical and post-biblical texts. He examines a 
number of topics: physicians and other healing personnel, epidemics, war injuries and 
traumatology, obstetrics and gynaecology, paediatrics, psychiatry and psychology, materia 
medica, and three chapters devoted respectively to epidemics in ancient lore, suicide, and 
healing among the Essenes. In perhaps the most interesting chapter he examines the use of 
medical metaphors in Josephus’s works and, following Douglas (Purity and Danger) and 
Sontag (///ness as Metaphor), how the human organism was used as a metaphor for the polis, 
and civic disorder was compared to an illness. This book provides good insights into the 
practice of medicine in the biblical and post-biblical periods, and I would highly recommend 
to anyone with an interest in this area. 


SIMON DEIN 


Erratum: In the last issue (1993/4, No. 2, p.80) the title of Charles Leslie and Allan 
Young’s book Paths to Asian Medical K. nowledge omitted the word ‘Medical’. 
Our apologies. 


a 


een 


OBITUARY 


Sa aaa 


RICHARD BURGHART 


I remember the first time I visited Richard Burghart’s house in Muswell Hill. There were no 
carpets on the floors, pictures on the walls, curtains on the windows or furniture in the rooms. 
The kitchen contained a single pine table, which did double duty to eat off and work at, with 
four upright wooden chairs. The only upholstered chair, also in the kitchen was reserved for 
an adopted stray cat. The floor of ‘the living-room, otherwise empty, was piled high with 
books. The food, cooked by Richard, was excellent. We talked mostly about a recent paper 
of mine, which had the double distinction of being approved by Richard and rejected by Man. 
(He later told me that the kind of articles published in Man, which had become an 
establishment journal, was one reason to go abroad.) 


Richard’s house mirrored his ascetic priorities in life and in work. He was born in the United 
States in 1945 where he graduated from Williams College with the highest honours in 
Political Science. At SOAS he took an M.Phil. in Anthropology and later a Ph.D. based on 
extensive fieldwork among the Romanandi sect of renouncers in the pilgrimage centre of 
Janakpurdam in the Nepalese terai. After a brief temporary teaching post at the LSE, he was 
appointed in 1979 to a lectureship in Anthropology at SOAS which he held until he accepted 
the chair in Ethnology at Heidelberg in 1988 and began his dramatic reconstruction of the 
department. He kept in touch with former colleagues by inviting them to the international 
seminars which he held as a regular feature: they were a heady intellectual experience. This 
bold experiment was cut short by his tragic death from a brain tumour on | January 1994 at 
the age of 49. 


Burghart’s wide-ranging interests in anthropology, history and language led to a series of 
important papers which quickly established his reputation in the field of South Asian studies. 
He moved quietly and consistently along his own inner path, bringing to his work - as to his 
life - resources of intellectual courage and an almost disconcerting personal integrity. 
Professor Fiatigorsky, always a student of human nature, once said of him, ‘Richard would 
be quite perfect, if only he had a criminal record’. Medical Anthropology and the British 
Medical Anthropology Society were at the forefront of his interests. He planned together with 
others an M.A./M.Sc. in Medical Anthropology, to be taught jointly by UCL, SOAS and 
LSTM and it was the failure of this plan under bureaucratic pressure which, perhaps more 
than other factors, prompted the move to Heidelberg. It would be a tribute to his memory 
if this could be revived. He is survived by his wife, Nadja Reissland, and two young 
children. 


AUDREY CANTLIE 
School of Oriental and African Studies 
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NEWS OF MEMBERS AND CURRENT RESEARCH 
— —s_—i(‘( SEES ov nelle oor eee 


Note: The editor apologises for errors in new addresses and other details. It would be 
helpful if members could send in corrected entries. Please state your name, current position, 
address and research interests including three recent publications. 


Dr K A Abbas 125A Penhill Road, Bexley, Kent DAS 3EU. 


Dr Melanie A Abas Lecturer, Institute of Psychiatry, De Crespigny Park, London SES 8AF. Interests: 
Development of culturally appropriate mental health services. 


Jean-Marion Aitken St Just, Coopers Lane, Northaw, Potters Bar, Herts, EN6 4NJ. Britain Nepal Medical Trust, 
coordinator of community health and women’s programmes. Interests: How women can participate more fully 
in the community/community health and women’s issues. 


Ms Ann Allen 54 Ryder Street, Cardiff, CF19 BU. 

Dr D L Almond St Just, Coopers Lane, Northaw, Potters Bar. GP Partfield Medical Centre. 

Dr Astier Almedom Department of Epidemiology and Population Sciences. London School of Hygiene and 
Tropical Medicine, Keppel Street, London WCI1E 7HT. Interests: Hygiene behaviour; Evaluations of water 


supply and sanitation projects; Gender issues in Relief and Rehabilitation Programmes; Infant feeding/weaning; 
Maternal morale; Infant growth and health. 


Dr H. T Amos Research Registrar in Psychiatry, Manchester Royal Infirmary, Oxford Road, Manchester. 
Jan Anderson 3 Herondale Avenue, London SW18 3JN. Research Officer, MSW Health Authority, Harewood 
House, Springfield Hospital, Glenburnie Road, Tooting, London SW18. Interests: Primary care, mental health, 


community development and social policy. 


Dr Sarah Atkinson Lecturer in Urban Anthropology, London School of Hygiene and Tropical Medicine, Keppel 
Street, London WCIE 7HT. Interests: Health sector reform: implementation issues, urban health ‘policy’. 


Dr Edward A Babola LSHTM, Keppel St; London WCI1E 7HT. Community Physician/student. Interests: 
Sorcery, anthropological basis of alternative (traditional medicine), Health workers in the Third World. 


Dr Helen Ball Lecturer, Department of Anthropology, University of Durham, 43 Old Elvet, Durham DH1 3HN. 
Interests: Reproduction, sexual behaviour, birth, breast feeding and biology of human body. 


Dr Peter Barham Psychologist, Hamlet Trust, 20 Howley Place, London W2 1XA. Interests: Cross-cultural 
approaches to chronic mental illness. 


Dr Eduard Jan Beck Lecturer/Senior Registrar, Academic Dept of Public Health, St Mary’s Hospital Medical 
School, Norfolk Place, London W2 1PG; London W2 IPG. 


Dr Susan Beckerleg 54 Leander Road, London $W2 2LJ. Free lance consultant, Centre for African Studies, 
SOAS, University of London. Interests: Islamic medicine, drug abuse, health and development issues. 


Margaret Bennett 14 Strathen Road: Edinburgh EH9 2AE, Lecturer, Edinburgh University School of Scottish 
Studies. Interests: Folk medicine among 19th Century Scottish immigrants. Traditional cancer curing. 
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Dr Dinesh Bhugra Senior Lecturer in Psychiatry, Institute of Psychiatry, London SE1. Interests: Social and 
cultural psychiatry. 


Greta Bos 22 Camel Road; Twickenham, Middlesex. TW2 6NY. Health visitor, Hounslow and Spelthorne 
Health Authority. 


Ms S Murray Bradley 89 Keslake Road, London NW6 6DH 


Dr Christopher Bridgett Chelsea & Westminster Hospital, 369 Fulham Road, London $W10 9NH. Consultant 
Psychiatrist. Interests: Community Psychiatry - esp the long term mentally ill in West London, social 
anthropology and behavioural medicine. Research: Epidemiology of psychological morbidity amongst Oxford 
students. 


Dinesh Bhugra Institute of Psychiatry, De Crespigny Park, London SE5 8AF. Senior Lecturer in Psychiatry. 
Interests: cross-cultural psychiatry. Publications on sexual dysfunctions, jealously and ? provisions 


Cathryn Britton 12 Albert Place, Wraysbury, Berkshire TW19 SBS. Senior Lecturer in Midwifery, 
Buckinghamshire College, Newland Park, Gorelands Lane, Chalfont St Giles, Bucks. Interests: Midwifery, birth, 


womens’ issues, complementary therapies. 


Dr Jeremy C Broadhead Senior Registrar, Maudsley Hospital, London SES 8AZ. Interests: Development of 
culturally appropriate mental health services 


Dr Doreen Browne 36F Chalcot Sq; London NW1 8LB. Anaesthetist, Royal Free Hospital. Interests: 
Mechanisms of analgesia in trance states. 


Dr Chris Burford Consultant in Community Psychiatry, St Ann’s Hospital, St Ann’s Rd; London N15 3TH. 
Interests: Transcultural aspects of psychiatry. 


Susan Byrne 111 Gloucester Ave: London NW1 8LB. Market researcher/freelance in commercial market 
research mainly for the food and drink industry. 


Dr Alyson Callan Senior Registrar in Psychiatry, Guys’ Hospital, London. Interests: Sexuality, gender and 
psychiatry. 


Dr Maria Callias 15 Katherine Court, Honor Oak Rd; London SE14 6NW. Lecturer, Clinical Psychology - 
Institute of Psychiatry, London. Interests: Clinical problems of children and families, social development. 


Dr Audrey Cantlie $.0.A.S. South Asia. Psychoanalysis. 


Prof. Pat Caplan Department of Anthropology, Goldsmiths’ College, University of London, New Cross London 
SE14 6NW 


A.P Caplan 118 Nether Street, London N12 8EU. 


Ivette Cardena Department of Psychiatry, University College London. Interests: The therapeutic role of humour 
in Mexican slum families. 


Marina Cardoso Flat 7, Landale House, 101 Lower Street, London SE16 2XG. Interests: Mental illness and 
migration, Brazil. 


Dr Ilana Cariapa 4 Melrose Grove, Spinneyfield, Rotherham 
Leslie E Carlin, Anthropologist. Department of Anthropology, University of Durham, 43 Old Elvet, Durham 


DH1 3HN. Interests: Medical anthropology, nutrition/ malnutrition, child development, growth, south east asia 
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and indonesia. 


Dr Eleanor Carlson Pond House, 21 Craven Hill, London W2 3EN. Research nutritionist. Interests: Food 
habits/ethnic meals in hospital. 


Dr Jennie Carpenter Old Vicarage, Wigginton, Tamworth, Staffs. B79 9DN. District Medical Officer, East 
Birmingham. Interests: Social deprivation and health. 


Dr Caitriona Casey Carrowstrawley, Lanesborough, Co. Longford, Republic of Ireland. Interests: too many to 
mention! 


Dr Rosanne Cecil Dept of Social Anthropology, The Queens University of Belfast, Belfast BT 1PD. Research 
Fellow. Interests: Nutritional anthropology. 


Dr Tripuraneni Chand 1 Brails Close, Solihull B92 9OB. Psychiatrist, Midland Nerve Hospital. Interests: 
Social Psychiatry. 


Sean Conlin 5 Westboume ST; Hove, East Sussex. BN3 SPE. Civil Servant, Overseas Development Admin. 
Interests: Community participation in health projects and acceptability of health services. 


Dr Pamela Constantinides 17 Leinster Rd; Muswell Hill, London N10 3AN. Project Manager, Primary Care 
Development. Kings Fund Centre, 126 Albert St; London NW1 7NF. Interests: Health Service research/health 
inequalities and policy development. 


Stephen Cook Research nurse, Institute of Psychiatry, De Crespigny Park, Camberwell, London SES. Interests: 
Cross-cultural psychiatry; medicine as social control/extension of the medical model. 


Andrea Ella Cornwall 62 Caldecot Rd; Camberwell, London SES. SOAS. Interests: Childbirth, Fertility and 
contraception/anthropology in health education. Worked in Sub-Saharan Africa. 


Dr Jocelyn Cornwell 12 Ambler Rd; London N4, Research Fellow, Open University. Interests: Lay health 
beliefs; old age; attitudes towards welfare; Publications: Hard Eamed Lives: Accounts of Health and Illness from 
East London. Tavistock 1984. 


Prof. J L Cox Department of Psychiatry, University of Keel, School of Postgraduate Medicine, North 
Staffordshire Hospital Centre, Thomburrow Drive, Hartshill, Stoke-on-Trent ST4 7QB. 


Nigel Crook 26 Kenwyn Rd; London SW20 8QR. Lecturer - SOAS - Demographer/Economist. Interests: Health 
Statistics and house-hold level data on disease and nutrition in Indian cities; political and social aspects of health 
amongst poor populations. 

Peter Crowther 103 Penhurst Rd; Thornton Health, Surrey CR4 7EF, Social worker, Charing Cross Hospital. 


Laura Cummings Hamilton House, 22 Craigmillar Park, Edinburgh. Postgraduate student, Dept of Psychology, 
University of Edinburgh. Interests: Nutritional Anthropology. 


Dr Sophie Day Lecturer. Academic Department of Public Health, St Mary’s Hospital Medical School, Imperial 
College of Science, Technology and Medicine, Norfolk Place, London W2 1PG. Recent publications: Day S, 
Ward H, Perrotta L, Prostitution and risk of HI: male partners of prostitute women; Ward H, Day S, Mezzone 
J et al Prostitution and risk of HIV: prostitute women in London. BMJ 1993, Aug 7. 


Dr George Davey-Smith Senior Lecturer in Public Health Medicine, University of Glasgow, Department of 
Public Health, 2 Lilybank Gardens, Glasgow G12 8RZ. 


Dianne Davies Milford Hospital, North Downs Community Health Unit, Tuesley Lane, Godalming, Surrey Gl J7 
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IUF - Director of Specialist Services. 


Neil Davies 3 Courtlands Cottages, Langford, Norton Fitzwarren, Taunton TA2 6PB. Civil Servant - Oxford 
University. Interests: The approaches of holistic medicine to world health/rehabilitation of the physically 
handicapped into the community. 


Gwyneth Davies 27 Arkley Rd; Herne Bay, Kent CTD SSL. Post-graduate research studenVuniversity of 
Kent/Powell-Cotton Museum. Interests: Sha,an Initiation/ethnomedicine in Southern Angola. Fertility/infertility 
cross-culturally. 


Dr Simon Dein Senior Registrar, Department of Psychiatry, Guy’s Hospital, London SE1 9RT. Interests: 
Hasidism, millenialism, healing, cultural psychiatry. 


Susan Dobson SRN c/o College of Nursing, University of Saskatchewan, Saskatoon S79 OWO, Saskatchewan 
Assistant Professor - College of Nursing - University of Saskatchewan. 


Dr Alison Draper 29 High Street, Chipstead, Sevenoaks, Kent TN13 2RW. Research Fellow, LSHTM. Interests: 
nutritional anthropology. 


Dr Katherine Draper Retired family planning doctor, 29 High St; Chipstead, Sevenoaks, Kent TN13 2RW. 
Interests: Cultural aspects of limiting fecundity, using birth control; psycho-sexual problems. 


Dr Chand Duggirala Senior Registrar in Psychiatry, Leicester Frith Hospital, Groby Road, Leicester LE2 4GD. 
Interests: psychiatry of learning disability and psychotherapy. 


Ms Chris Eberhardie College of Health Studies, Atkinson Morley’s Hospital, 31 Copse Hill, London SW20 
ONE. Nurse teacher. Publications: The Neglected Ethic: Religious and cultural factors in the care of patients. 


Dr Chris Eccleston University of Bath, School of Social Sciences, Claverton Down, Bath BA2 7AY. 42 
Bulmershe Road, Reading, RG1 5RJ. Lecturer in Health Psychology. Interests: Chronic and Accute pain; Pain 
management. 


Annia Elesser 11 Fairbridge Rd; London N19 SEW. Medical Psychologist, University of Surrey. Interests: 
Family therapy/Ethnic minorities. 


Dr Irene Elia 68 Highsett, Hills Road, Cambridge CB2 1NZ. Biological anthropologist and free lance writer. 
Interests: Evolution and behaviour of female animals, history of understanding reproduction and adoptive 
lactation. 


Penelope Farmer 27 Stamford Brook Rd; London W6 OXJ. Writer/journalist (freelance). Interests: Ideas of 
illness esp ideas relating to epilepsy in developing countries. 


Prof. Armando Favazza University of Missouri-Columbia, School of Medicine, Department of Psychiatry, 
Section of General Psychiatry, 3 Hospital Drive, Columbia, Missouri 65201, USA. Psychiatrist, University of 
Missouri. Interests: cultural psychiatry, bodily transformations. 


Mathew Fiander Section of Forensic Psychiatry, Jenner Wing, St. George’s Hospital Medical School, Cranmer 
Terrace, London SW17 ORE. Interests: Medical anthropology, ethnicity and identity. 


Ann Fink 22 Regent Terrace, Edinburgh EH7 JBS. Interests: part played by food distribution in social 
organisation or vice versa. Research: The Mopau Maya Indians of the Maya Mountain region, Belize. 


Lady Firth Retired lecturer, Health and Welfare department, Institute of Education, London University.33 
Southwood Ave; London N6 SSA. 
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Shirley Firth Part-time lecturer, Open University, Walton Hall, Milton Keynes. 24 West End Terrace, 
Winchester, Hants SO22 SEN. Interests: Death, dying and bereavement, psychotherapy and health issues for 
Asians. 

Dr M Fitzgerald 116 Georgian Village, Castleknock, Dublin 15, Eire. Interests: Psychoanalysis/child psychiatry. 


Dr Christine Ford 38 Lingwood Rd; Upper Clapton, London E5 9BM. GP Interests: Cultural perceptions of 
disease/health workers in the Developing World. 


Dr Catherine Fortin 18 Rawlings St, London SW3 2S. GP Interests: The influence of culture on the response 
to illness/Chinese medicine/Holistic medicine. 


Professor Stephen Frankel University of Bristol, Depariment of Epidemiology and Public Health Medicine, 
Canynge Hall, Whiteladies Road, Bristol BS8 2PR. Interests: Medical pluralism, New Guinea. 


Professor Ronald Frankenberg Dept of Sociology and Social Anthropology, University of Keele, Staffs ST5 
SBG. Professor of Sociology and Social Anthropology. 


Christopher Freudenberg Flat 3, 84 Aberdeen Park, Highbury, London N5 2BE, Peter Bedford Trust/William 
Allen Society. Interests: Rural Communities in Southern Europe (fieldwork in Malta), Deinstitutionalization and 
Community Care, Potter/Art from Within, Member of GAPP. Dalston, London E8 3 JN. GP/Lecturer - Dept of 
General Practice. 

Jonathan Fuller 94 Lenthall Road, London. 


Susie Gearon-Smart SRN Garden Flat, 15 Bedford Place, Brighton. Anthropology graduate/Sussex University. 
Interests: Anthropology and cognitive studies. 


Dr Catherine Geissler Dept of Nutrition, Kings College, Campden Hill, London W8. Senior lecturer. Interests: 
Determinants of malnutrition/Impact of development projects/energy expenditure. 


Fiona Gell Shearings, Witheridge Lane, Penn, Bucks HP10 8PQ. Background in the health and disability field, 
currently under taking research work for an educational project in the Bolivian Andes. 


Dr Himanshu Ghadiali Kingsway Hospital, Kingsway, Derby, DE3 3LZ. Psychotherapist. Interests: 
Psychotherapy, psychiatry. 


Jo Gladstone Flat 11, 36 Buckingham Gate, London SW1 E6PB. Completing dissertation on cross-cultural 
preventative strategies in the dialect-using rural sector in C18th England. Interests: Nutritional Anthropology. 


Dr David Goldberg 87 High Street, Hampton Wick, Kingston-u-Thames KT1 4DL. 


Ruth Goldwyn 26E Kings Ave; London SW4 8BQ. Documentary Film researcher/director - Freelance. Interests: 
Tai Chi; photographer; anthropological film. 


Dr Maurice Greenberg 53 Rowan Road, London W6 7DT. Senior Lecturer and Consultant Psychiatrist, 
University College London. Interests: Incest, sexual abuse, genetic sexual attraction, group psychotherapy. 


Dr Bernard Greenwood Woodcote, Chagford, Devon, TQ13 8JF 


Julia Grover 42 Strathan Rd; London E3 5DB. Policy analyst (health) ex BLC. LRB. De Guerci Istituto di 
Antropologia Fisica, Universita di Genova, Via Balbi, 4 - 16126 Genova, Italy. 


Dr Ulla Gustafsson 31 Hillfield Ave; London N8& 7DS. Researcher - Centre for the Study of Primary Care. 
Medical Sociologist. 


Dr Jaswant Guzder, Child Psycho-analyst, Division of Social and Transcultural Psychiatry, Department of 
Psychiatry, McGill University, 1033 Pine Avenue West, Montreal, Canada H3A 1A1. Interests: Cross-cultural 
psychiatry, anthropology, psychotherapy and child development. 


Dr Rahman Haghighat 7A, Alexandra House, St. Mary’s Terrace, London W2 1SF. Registrar in Psychiatry, 
University College Hospital, London WC1. Interests: Anthropology, sociology and psychiatry. 


Dr Richard Hallam 64 Bellenden Rd; London SE15 4RQ. Psychologist, UCL. 


Hazel Hanley 139 Powerscroft Rd; London E5 OPJ. Health visitor/social anthropologist. Interests: Hasidic Jews 
- ethnographic/epidemiological data. 


Dr Fiona Hardy 21 Cranedown, Lewes, Sussex, BN7 3NA. Medical doctor and M.Phil student in Social 
Anthropology, Cambridge University. Interests: Community Health and development in Developing Countries. 


Dr Patrica Harman 47 Eltham Park Gardens, Eltham, London SE9 1AP. Lecturer - Institute of Child Health: 
Tropical Unit, London. Interests: Maternal and child health, health education and primary health care. 


Michael Harnor Manchester Poly, Hathersage Rd; Manchester M13 OJA. Senior lecturer, Manchester 
Polytechnic. 


Rosemary Harper 11 College Crescent , Sheffield $10 2BA. Research psychologist, Dept of Community 
Medicine, University of Sheffield Medical School. Interests: Health education, communication between patients 
and professionals/Third World/status of women. 


Dr Elizabeth Hart 96 Ella Rd; West Bridgford, Notts UG2 5QU. Lecturer, University of Keele. 


Dr Amir Ali Hassan Health Impact Programme, Liverpool School of Tropical Medicine, Pembroke Place, 
Liverpool L3 5QA. Post-graduate student/medical doctor, LSHTM. 


Dr Simon Hatcher 37 The Balk, Walton, Wakefield WF2 6JY. Psychiatrist. 


Dr Rosalind Hawker Health Care Research Unit, University of Newcastle upon Tyne, 21 Claremont Place, 
Newcastle Upon Tyne NE 4AA, Lecturer in Community Health. 


Dr Ruth Haynes 29 Hicks Lane, Girton, Cambs. 


Dr Kris Heggenhougen Dept of Social Medicine, Harvard Medical School, 25 Shattuck St; Boston, Mass, 
02115, U.S.A. Interests: Primary health care in Tanzania and traditional (alternative approaches) to rehabilitation 
of drug addicts. 


Dr Douglas Heller 4 Redland Close, Chilwell, Nottingham. Interests: Child health and health in the Third 
World. 


Dr Cecil Helman Associate Professor, Department of Human Sciences, Brunel University and Senior Lecturer 
in Department of Primary Care, University College London Medical School. Interests: Medical anthropology, 
primary care and community health, clinically applied anthropology. Publications: Culture, Health and Illness 
2nd edition, Butterworth and Co, 1990; Book of Essays: Body Myths. W W Norton, 1992; Limits of Bio-medical 
Explanations in Lancet (1991) 337, 1079-1083; The Family Culture in Family Medicine (1991) 23, 376-381. 


Gwen Hiskins 34 Barrow Point Ave; Pinner, Middlesex HA5 3HF. Social anthropologist - retired. Interests: 
Minority Ethnic groups/health care in developing countries/health education. 


Dr Amanda Hoar Consultant Psychiatrist and Honorary Senior Lecturer, St Anne’s and the Royal Free Hospital, 
London. Interests: Explanations of mental illness among Afro-Carribeans. 
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Dr Jennifer Hockey School of Social Policy and Professional Studies, University of Hull, Cottingham Road, 
Hull. Interests: Aging, Bereavement, Residential Care. 


Dr Angela Hobart Tutor, Department of Anthropology, Goldsmiths’ College, New Cross, London SE14 6NW. 
Interests: Medical anthropology, Theatre and anthropology of art. 


Dr Matthew Hodes Senior Lecturer in Child Psychiatry. Academic Unit for Child & Adolescent Psychiatry, 
St Mary’s Hospital, Horace Joules Hall, Central Middlesex Hospital, London NW10 7NS. Interests: 
Transcultural Psychiatry, Anthropology, Family therapy. 


Dr Ruth Hoffman 10E Regents Park Road, London NW1. Psychiatrist and analytical psychologist (retired). 
Interests: Dynamic psychiatry/infant weaning practices/ego development. 


Dr Pat Holden Queen Elizabeth House, St Giles, Oxford. Research Associate (Research, teaching, consultancy) 
Centre of cross-cultural research on women. Research: Development of health services in Uganda, Tanzania, 
Nigeria 1930-75, hospital leadership and management, Kampala, ODA/Save the Children. 


Hilary Homans 28 Alfred Road, Greendale, Harae, Zimbabwe. Training Advisor, Ministry of Health, Harare, 
Zimbabwe. Interests: Women; Ethnicity; Health and Development. 


David Howe 160 Ravensbourne Avenue, Shortlands, Bromley; Kent BR2 OAY. 


Dr Guro Huby 57, Morton Street, Edinburgh EH15 2HZ. Interests: Development of treatment and rehabilitation 
services for problem drinkers in City and Hackney Health District/ St Bartholomew’ hospital. 


Hilary Hughes Pentamar, 15 Coombe Road, Saltash, Cornwall PL12 4ER. 


Mary Ann Hull 51 Muschamp Road, London SE15 4EG. Research: Mothers with sick children, traditional child 
health experts and recent clinic reforms in Zimbabwe. 


Gillian Hundt 67 Bridge Street; Warwick. Applied medical sociology/anthropology, University of 
Warwick/Coventry Social Services. Interests: Health Service provision /utilization/ethnic minorities/health and 
women. 


Rosemary Hunt Faculty of Community Medicine, 4 ST Andrews Place, Regents Park, London NW1 4LB. 
Information officer (Health Promotion), Post-graduate student/epidemiology, nutrition and cardiovascular disease. 


Dr Bernard Ineichen Department of Public Health & Epidemiology, Charing Cross & Westminster Medical 
School, 6th Floor, Laboratory Block, Charing Cross Hospital, London W6 8RF. Interests: Mental health and 
handicap; housing; teenage pregnancy; health care of the elderly; ethnic minority health. Pub: Homes and Health 
Spon 1993. 


Dr Jane Jackson 35 Coldharbour, London E14 9NS. Director of Public Health, Redbridge & Waltham Forest 
Health Authority. Director of performance standards with opportunity for research into health service activity 
and utilisation; needs of special groups; evaluation of services in Newham. 


Dr Ruth Jacobs 26 Prince of Wales Road, London NWS5 3LD. Senior Research Fellow, National Spinal Injuries 
Centre, Stoke Manderville Hospital. Interests: Psycho-social aspects of spinal injuries and their implications for 
hospital staff and patients/support. 


Dr Sushrut Jadhav Lecturer and Hon. Senior Registrar, Dept of Psychiatry, University College London. 
Interests: Cross Cultural Psychiatry, Medical Anthropology, Cultural beliefs on depression among British people, 
Stigmatisation of mental illness across cultures. Publications: Humoral concepts of mental illness: patterns of 
continuity and change in India. Soc. Sc. Med (1988), 27, 5, 471-488. 
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Ritula Jalota Research student, University of cambridge, Free School Lane, Cambridge CB2 3RF. Interests: 
Alternative medicine and the meaning of illness; medical care in relation to other cultural activities. 


Dr Allison James The University of Hull, Department of Sociology and Social Anthropology, Hull HU6 7RX. 
Interests: Childhood/Disability. 


Colin Jones 47 Laurel Drive, Goytre, Pontypool, Gwent NP4 OBQ. 
Prof. Margot Jeffreys 32 Bisham Gdns, London N6 6DD. Prof Emeritus. Interests: Old age/primary care. 


Sue Jennings 6 Nelson Avenue, St Albans AL1 5RY. Anthropologis/Drama therapist HCAD. Interests: 
Drama/Ritual Healing. 


John Jervis Eliot College, University of Kent, Canterbury, CT2 7NS. 


Lynda Jessop 14 Royal Place, Greenwich, London SE10 8QF. Research and Development worker (Womens 
Health). City and Hackney Health Authority. 


Dr Richard B Johns Jr. PO Box 239, Oklahoma City, Oklahoma 73101 U.S.A. Systems consultant. Interests: 
Application of computers to medical data. Publications: Using Commercial Application of Software, Journal of 
Medical systems, Vol 8, Nos 1/2 1984. 


Dr S Ragnor Johnson 26 St. Paul’s Place, London N1 2QG. Senior Lecturer, St. Albans College of Art, 


University of Hertfordshire, 7 Hatfield Road, St. Albans AL1 3RS. Interests: Anthropology of art, use of 
anthropology for the assessment of art therapies, ommura, eastern highlands, papua new guinea. 


Dr Marie Johnson 21 South Terrace, Walls End, Tyne and Wear. NE28 6QD. CHC Secretary. 


Dr Mary Sissons Joshi Oxford Brookes University. Psychology Unit. Gipsy Lane Campus, Headington, Oxford 
OX3 OBP. Senior Lecturer in Psychology. Interests: Lay health beliefs/esp beliefs and causes of illness. 
Research: Field work in the UK and India. 


Dr Mukesh Kapila 35 Bird Farm Road, Fulbourne, Cambridge CB1 5P. Community Physician, Cambridge 
Health Authority. Director of Action Health 2000. 


Dr Ghada Karmi 33 Sandringham Road, London NW11. Community physician, St Mary’s Hospital, 
Paddington. Health and ethnic minorities. 


Ian Kerr 31 Talbot Terrace, Lewes, East Sussex. BN7 2PS. Industrial psychologist. Making comparative studies 
of the conditions of work and training of radiographers and radiologists. 


Dr Inga-Britt Krause 4 The Coach House, Bromham Hall, Bromham, Beds MK43 8HH. Hon. Lecturer, UCL 
Medical School. Interests: Lay concepts of mental health and illness/India/anthropology and psychiatry. 


Dr Elizabeth Kreimer Uparte Y Moscoso 615, Dpto 302, Lima 27. Psychotherapist/post-graduate student UCL. 
Interests: Traditional medical systems; folkloric psychiatry; psychotherapies. 


Netnappa Khumthong 5A Woodchurch Road, London NW6 3PL. Student at SOAS, University of London. 
Interests: Health, happiness and suffering. 


Dr Meena Krishna Management Consultant, 15 Woodsyre, Sydenham Hill, London SE26 6SS. Interests: Cross- 
cultural psychology, cultural space and boundary. 


Angela L Lewellyn Bix Hall Farm Cottage, Bix, Henley, Oxon. Acupuncturist. Interests: links between holistic 
medicine and conceptual systems. 
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Dr Helen S. Lambert Department of Public Health and Policy, LSHTM, Kepple Street, WC1E 7HT. Interests: 
Ethnomedicine, Anthropology of India, Hinduism, Anthropology of biomedicine, risk, semiotics of illness, health 
promotion, genetics. 

Dr D M Last 16 Rochester Terrace, London NW1 9JN. Reader, Dept of Anthropology, UCL. Interest: 
Professionalisation of Islamic medicine. Most recent publication: "The Importance of Extremes: the social 
implication of intra-household variations in childhood mortality. Soc.Sc.Med. (1992). Vol 35, No.6, 799-810. 


Dr Maro Laxton Beechfield, Hookwood lane, Ampfield, Romsey. Community Health, Southampton. Interests: 
Medical sociology/anthropology/anthropology/holistic medicine and health education. 


Rachel Lea Flat 2, 36 Gladsmuir Road, London N19 3JX. 
Elunea Lee 46 Tree Road, London E16 3DZ. Health visitor, student at SOAS. 
Anne Le Fond 44 Eton Rise, Eton College Rd, London NW3 2DQ. LSHTM. 


Mary Levens 56 Station Road, Barnes, London SW13 OLP. Art Therapist, Atkinson Morley Hospital. Interests: 
Psychoanalysis/Art therapy/Body Imagery. 


Dr Gilbert Lewis 15 Vine Rd, London SW13. Lecturer, Cambridge University. Interests: New Guinea. 

Dr M S Lipsedge Guy’s Hospital, London SE1 9RT, Consultant Psychiatrist, Interest: Cultural psychiatry. 
Dr Jenny Littlewood 128 Mildmay Rd, London N1 4NE. Prinicipal Lecturer, Centre for the Study of Primary 
Care (NETRHA), Interests: Primary care/nursing and medical anthropology. Publications: Research in 
Community Nursing (Churchill-Livingston) 1987;(With Pat Holden) Nursing and Anthropology (Routledge, 1991) 
Prof. Roland Littlewood Anthropology Dept. University College London, WC1E 6BT. Professor in Psychiatry 
and Anthropology, Consultant Psychiatrist. Cultural psychiatry, medical anthropology, West Indies, millennialism, 


racism. Recent Publications: Intercultural Therapy (with Jafar Kareem, Blackwell, 1992); Pathology and Identity 
(CUP 1993). 


Dr Keith Lloyd Senior Medical Officer, Department of Health, Wellington House, 133-155 Waterloo Road, 
London SE1 8UG. Interests: Transcultural psychiatry, medical anthropology. 


Dr Melvin London High Croft, Two Mile Ash, Horsham, Sussex, RH13 7LA. Senior Registrar/Psychiatry - St 
Thomas’ Hospital. Interests: Transcultural psychiatry. 


Hermione Lovel Trop Child Health Unity, Institute of Child Health, 30 Guilford St, London, WC1. Interests: 
Yabnthera and String weaving in Sri Lanka. 


Dr Margaret Lowe Gwasanaeth Plant a Theulu Brynffynnon, Heol Merthyr, Pontypridd, Morgannwg Ganol 
CF37 4DD. 


Tim Lynch 74 Bennet Road, Brighton, BN2 SJL. Student, Sussex University. Interests: Post-traumatic Stress 
Disorder with special reference to problems amongst combat veterans. 


Prof. Carol MacCormack Department of Anthropology, Bryn Mawr College, Bryn Mawr, Pennsylvania 19010, 
USA. Interests: Africa, primary care in developing countries, control of vector-borne disease, ethnography of 
death and dying. 

John Macdonald PHC Unit, Dept of Education, Manchester University M13 9PL 


Janthe M Maclagan 80 Linkside Avenue, Oxford OX2 8]B. Community Work Administrator, Community Roots 
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Trust. Interests: Yeme Arab Republic; gender relations; women and health. Research: Freedom and Constraints: 
Lives of Women in a Yemen Community. 


Elizabeth Lindiwe Wakubalo LSHTM, Kepple Street, London WC1 7HT. Social scientist. Interests: 
Behavioural and social aspects of communicable disease (esp tropical disease) control and primary health care. 


Rend Samir Mahmood Student. University College Stockton, University Boulevard, Thornaloff, Stockton-on- 
Tees, Cleveland TS17 6BH. Interests: Alcohol studies. 


Dr Begum Maitra Department of Child Psychiatry, 2 Wolverhampton Gardens, London W6. Interests: 
Transcultural psychiatry, child care work. 


Dr Rosemarie Mallett MRC Social Psychiatry Unit, Institute of Psychiatry, De Crespigny Park, London SE5 
8AE. Research Sociologist. Interests: Ethnicity, health and gender. 


Gabrielle Marks 45 Meadway, Tolworth, Surrey KTS 9RG. Education officer, Health Visitors Assoc, London. 
Interests: Holistic health/complementary approaches to health care. 


Ms Rebecca Marsland Flat 3, 172 Knollys Road, Streatham, London SW16 2JS. 


Dr Carolyn Mason 6 Orchard Rise, Belfast BT8 4DA. Lecturer - Queens University of Belfast. Research: 
Problems of health visiting: an anthropological study. 


Sarabjit Mastana Researcher, Dept of Human Genetics, 19 Claremont Place, The University, Newcastle Upon 
Tyne NE2 4AA. Interests: Medical practices among Asian Communities, Medical and Nutritional anthropology; 
Clinical and alternative medicine. 


Etsuko Matsuoka Am Kirchplatz 8, 8133 Feldafing, W. Germany. Interests: Childbirth in different cultures; 
Why and how people heal. 


John Mayberry 7 The Spinney, Grange Lane, Thurnby LE7 9QS. 


Dr Jessica Mayer Johnson 26 St. Paul’s Place, London N1 2QG. Psychotherapist and Group analyst. Interests: 
Cultural dimensions in psychotherapy. 


Mary McArthur 17 Ballard Estate, Four Lanes, Redruth, Cornwall. Student - LSE. 


Dr Maryon McDonald Meadow View, 46 Church Street, Fen Ditton, Cambridge, Lecturer in Social 
Anthropology. Interests: Drinking/addiction/addiction therapy. 


Merryle McDonald 53 Harrowgate Road, Hackney, London E9 SEB. SRN. PhD in progress. Interests: 
Motherhood, child and Maternal Health. Minority Ethnic Groups. 


Orial McGann 14 Waun Fach, Pentwyn, Cardiff. CF27 BA. Post-graduate student - University College, Cardiff, 
Interests: Alternative medicine; Evaluation of health care provision/mental and physical handicap. 


Dr David McQueen Centers for Disease Control, Mailstop K30, Atlanta, Georgia, USA 30333. 


Ms Andrea McVean Health educationist, Institute of Education, 20 Bedford Way, London. Interests: Health 
education in developing countries, link between tribal medicine and modern medicine. 


Dr Elizabeth Ann Mestheneos Pyghalionos 8, Plateia Aghia Marina 10B Thisson, Athens 118-53. Sociologist. 
Interests: Media and Medical Sociology/Sociology and anthropology of health /medicine. 


Julienne Meyer Department of Nursing Studies, King’s College London, Cornwall House Annex, Waterloo Rd, 
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London SE1 8TX. 


Ann Moelwyn-Hughs Mansfield Housing Dept, Manor House, Mansfield Woodhouse NG19 ONY. Research 
Officer. Social Policy. Interests: Community/primary health care/health policy/mental health/well being. 


Ms Judith Monks CSHSD, Department of Human Sciences, Uxbridge, Middlesex, UB8 3PH 


Elena Morilla 12a Gerrard Road, London N1. Student - LSE. Interests: Family therapy; Child development 
- psychology; Social work. 


Dr Brian Morris 18 Hillyfield, Lewes, Sussex BN7 1LA. Lecturer, Goldsmith College, London. Interests: 
Herbalism/Malawi/India/Peru. 


Dr Christine Moungne 90B Westbourne Rd, London N7 8AB. Researcher/London Borough of Hackney. 
Interests: Demography/child-birth/family planning/fertility control/refugee settlements. 


Dr Anne Murcott Lecturer, London School of Hygiene and Tropical Medicine. 


Cynthia Myntti 115 Greencroft Gardens, London NW6 3PE. Research Fellow - LSHTM, Dept of Medical 
Demography. Interests: Anthropological methods combined with epidemiology and demography. 


Marium Nafisa Co-ordinator, Ethnic switchboard, Ethnic Study Group, 2b Lessingham Ave, London SW17 
8LU. Interests: Travelling; alternative medicine; writing. 


Prof Harriet Ngubani Dept of Social Anthropology, University of Cape Town, Rondebosch, Capse 7700, South 
Africa. 


Dr Peter Nixon 43 Weymouth Street, London W1N 3LD. Honorary Consultant Cardiologist - Charing Cross 
Hospital. Interests: Heart attacks in relation to imperatives of society and culture. 


James Noon Principal Clinical Psychologist, University of Sussex/Brighton. Afras, Arts ‘C’ Building, University 
of Sussex, Falmer, Brighton, BN1 9QN. Interests: Culture and psychopathology/disease/normality. Psychological 
factors in physical health. 


Dr Audrey Nunn 95 The Avenue, Lightwater, Surrey. Teacher. Interests: Education in developing countries and 
the implementation of change and reform. 


Dr Angela Obasi Registrar in Medicine, University College Hospital, London W1. Flat 5, 2 Cordelia Close, 
Shakespeare Road, London Se24 OQL. Interests: Ethnic minorities in UK, venereology and womens’ health. 


A. A. E Odunlade Psychiatric Nurse, Maudsley Hospital, London SE5. 20 Whitworth Road, Woolwich 
Common, London SE18. 


Marilyn O’Donnell 8 Les Palmiers, Grand Bouet, St Peter Port, Guernsey, Channel Islands. GY 1 2HF. Interests: 
The medical history of Guernsey. Nutritional Anthropology. Medical Anthropology. 


Moira O’ Hanlon Research Fellow, Health Economics, Research Group, Brunel University, Uxbridge, Middlesex, 
UB8 3PH. Interests: The meanings of health and illness which collapse the lay/professional dichotomy. 


Perceptions of time when stories of illness are recounted. Making sense of illness. 


Dr Michael O’Leary Regional Adviser (M&E), Eastern & Southern Africa Regional Office (ESARO), UNICEF, 
P.O. Box 40493, Nairobi, Kenya. 


Dr Caroline Osella Flat 11, Earls House Hospital, Durham DH1 5RE. Social anthropologist, University of 
Durham, 43 Old Elvet, Durham. Interests: Ayurveda, india, the body, conceptualisation of body/ self/ illness. 
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Mrs B A Parfitt Head of School of Advanced Nursing Studies and Social Work, Newi, Plas Coch, Mold Road, 
Wrexham, Clwyd LL11 2AW. Interests: Nursing and primary health care in developing countries. 


Dr Melissa Parker Lecturer, London School of Hygiene and Tropical Medicine. Research: The effects of 
Schistosome Mansoni on female activity patterns/infant and child growth in Gezira Province, Sudan. 


Dr Luise Parsons 13 Rothwell Road, Gosforth, Newcastle-upon-Tyne NE3 ITY. Senior Specialist in 
Community Medicine - North West Region - Newcastle Regional Health Authority. Interests: Community 
Health/Health care for ethnic minorities. 

Jean Parton Midwife, Maternity Dept, Newmarket General Hospital, Newmarket, Suffolk. 


Dr Vikram Patel Psychiatrist, Department of Psychiatry, University Medical School, P O Box A178, Avondale, 
Harare, Zimbabwe. 


Dr Rosine J Perelberg 35 Hodford Road, London NW11 8NL. Social anthropologist and family 
therapist/Institute of Psychiatry and Marlborough Family Service. Interests: Family/Gender and Mental health. 
Psychoanalysis and Social Anthropology. 


Mary Perkins SRN, c/o Flat 3, 8 Beaufort East, Larkhill, Bath. Nurse (Interpersonal Relief) Red Cross. 
Interests: Medical anthropology esp traditional medical practices/Aid and development. 


Christine McCourt Perring 22a Pemberton Terrace, Upper Holloway, London N19 5RY. 

Sophie Peterson 45 Narcissus Road, London NW6. Human Scientist. 

Dr Joyce Pettigrew Dept of Social Anthropology, Queen’s University of Belfast, Belfast BT7 INN. 

Dr Shirine Peshishgi Child Psychiatrist. Interests: Socio-cultural aspects of symptom formation. 

Dr Peter Phillimore Dept. of Social Policy, University of Newcastle Upon Tyne, Newcastle NEI 7RU. 
Dr Helen Pickering Medical anthropologist, Medical Research Council, Fayara, The Gambia, W. Africa. 


Dr Roisin Pill Coleg Meddygaeth Prifysgol Cymru, University of Wales College of Medicine, Department of 
General Practice, Health Centre, Maelfa, Llanedeyrn, Cardiff CF3 7PN. 


Dr Jayshree Pillaye Hamilton House, Mabledon Place. London WC1H 9TX. Interests: ethnicity and race; 
sexuality; and issues affecting women and adolescents. 


Dr Christine Pilley 11 Greville Road, Kilbum, London NW6 SHY. Psychiatrist, St. Marys’ Hospital. Interests: 
Anthropology and psychiatry. 


Diane Plamping 111 Corbyn Street, London N43 BY. Dentist at the London Hospital. Interests: Health 
education/health service use and other health behaviour. 


Dr Kristan Pollock 55 Oak Tree Ave, Cambridge. Parent/part-time teacher - Open University. Interests: Popular 
concepts of health and illness in industrial society. 


Dr Tina Posner Policy Studies Institute, 100 Park Village East, London NW1 3SR. Researcher - health care. 
Interests: Medical anthropology/sociology/lay health beliefs/preventative medicine/self-help/ritual. 


Carole Presern FCO Islamabad, King Charles Street, London SW1A 2AH. 


Dr Charles Price 42 Milton Road, London SE24 ONP. General Practice. 
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Robin Price 5 Princedale Rd, London W11 4PH. Librarian, Wellcome Institute for the History of Medicine, 
London. Interests: History of medicine in relation to society: American Indian medicine: medicine and licensing 
in the Spanish Empire: Traditional botanic remedies. 

Dr Alan Prout Department of Sociology and Sociology Anthropology, University of Keele, Staffs ST5 5BG. 
Interests: Childhood sickness, family health care, sickness in non-clinical settings, life-course; sickness and 
popular culture. 

Mark Pummell Flat 6, 121 Elderfield Rd, London E5. Doctor. 


Dr Kari Pylkkanen Jaalantie 12, 00600 Helsinki, Finland. Psychiatrist - National Board of Health, Helsinki. 
Interests: Culture and adolescent development. 


Dr Nadeem Qureshi General Practice Principal, The Surgery, Church Close, Rise Park, Nottingham, NG5 5EB. 
Research interests: Developing genetics in primary care, taking into account the cultural background of the 
practice population. 


Sheila Ragg 1 Hope Cottages, Woodside Road, Chiddingford, Surrey GU8 4UG. Social worker (mental health), 
Interests: Cross-cultural studies of ageing. 


Sarah Randall 57 Moreton Steet, Joppa, Edinburgh EH15 2H2. Demographer - Institute of Occupational 
Medicine. Interests: Anthropology/demography/fertility and infant child mortality/pastoralists in Africa. 


Stephanie Ramamurthy 106a Muswell Hill Road, London N10 3JR. Interests: Ethnic Minorities in Britain (esp 
Asian) and Asian attitudes to medicine and alternative medicine. 


Robert Rapoport Anthropologist. Institute of Family and Environmental Research, 7a Kidderpore Ave, London 


NW3 7SX. Interests: Therapeutic communities; Family Processes; Interface between orthodox and alternative 
medicine. 


Olavi Rasanen Siltatie, SF-41900 Petajavesi, Finland. Interests: Blood Stopping, neo-religious therapeutic groups 
as Cultural systems, spiritual healing, extant traditional western folk-medicine. 


Dr Annemeik Richters P.O.B. 536, 2100 A W Heemstede, Netherlands. Lecturer in Medical Anthropology, 
University of Amsterdam. Interests: General _ theoretical problems in the social sciences/medical 
anthropology/women and health problems/feminism. Research: Relevance of medical anthropology for a critical 
reflection on the presuppositions of Cosmopolitan Medicine. Indonesia - modernisation of health care. 


Dr Margaret Robbins Health Care Evaluation Unit, Dept. Epidemeiology & Public Health Medicine, Canynge 
Hall, Whiteladies Road, Bristol, BS8 2PR. 


Dr Ian Robinson Department of Human Sciences, Brunel University, Uxbridge UB8 3PH. Interests: medical 
anthropology. 


Dr Silvia Rodgers 48 Patshull Road, London NW5 2LD. Social anthropologist. 

Wendy Stainton Rogers "Thamesis", High Street, Long Wittenham, Oxon OX14 4QQ. 

Dr Julia Ronder 20 Picton Street, Brighton, East Sussex BN2 3AP. Psychiatrist - Falconhurst Hospital. 
Jane Ross St Edmund’s House, Cambridge CB3 OBU, PhD student, Social Anthropology, Cambridge. 
Dr Leena Roy 17 Tambling Close, Plains Estate, Arnold, Nottingham NGS58 RB 


Royal Anthropological Institute and Museum of Mankind, 6 Burlington Gardens, London W1X 2EX. 
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Marianne Ruf Student, Brunel University. Ruehrbergerstr. 16, 4058 Basel, Switzlerland. Interests: Anthropology 
of the body, migration, european anthropology and symbolic anthropology. 


Dr Andrew Russell Department of Anthropology, University of Durham, 43 Old Elvet, Durham DH1 3HN. 
Lecturer. Interests: Reproductive health, health and environment and crosscultural approaches. 


Dr Jan Savage 180 Elderfield Road, London ES OAZ. SOAS. Interests: Lay and medical concepts of 
reproduction and sexuality amongst the English. 


Dr Alex Scott-Samuel 218 Allerton Road, Liverpool, L18 6JN 


Martin Scrivner D Reidel Publishing Company, Spuiboulevard 50, 3300 AA Dordrecht, The Netherlands. 
Publisher. 


Prof. Ursula Sharma 61 The Covert, Keele, Staffs, ST5 5AZ. Professor, Centre for Complementary Health 
Studies, University of Exeter, Devon EX4 4PU. Interests: Medical Anthropology, alternative medicine and 
complementary therapies. 


Dr Ashok N Singh Psychiatrist, Department of Psychological Medicine, Chelsea and Westminster Hospital, 369 
Fulham Road, London $W10. Interests: Hair and its cultural significance, HIV infections and ethnic minority. 


Dr Vieda Skultans Dept of Mental Health, University of Bristol, 41 St Michael’s Hill, Bristol BS2 8DZ. 


Dr Elizabeth Shoenberg 12 Panton Street, Cambridge CB2 IHP. Consultant psychiatrist. Interests: Transcultural 
psychiatry, therapeutic community, group psychotherapy, primary care in mental health. 


Dr Simon Shorvon 27 Stamford Brook Road, London W6 OXJ. Senior Lecuturer in Neurology, Institute of 
Neurology, London. Interests: Epidemiology/cross-cultural studies in epilepsy and neurology. 


Ana Simons c/o 14 Moorend Lane, Thame, Oxon. Lecturer - health studies - South Devon College. Interests: 
The elderly, social policy and social welfare. 


Prof. Ron Simons Departments of Psychiatry and Anthropology, East Fee Hall, East Lansing, Michigan State 
University, Michigan 48824-1316, USA. Interests: Latah and other culture bound syndromes, cross-cultural 
psychiatry, medical anthropology. 


Dr Simon Sinclair 26 Bridge Street, Oxford OX2 OBA. Psychiatrist. Interests: Anthropology of the body, 
medical education. 


Carolynne Skinner 49 Grange Road, London SE25 6TH. Publisher - Carolina Publications for social issues: 
Sociological/medical/womens viewpoint. Would like to hear from BMAS members about subjects of value of 
interest. Publications: Exclusive Mr Right: The social and personal context of a young woman’s use of 
contraception. 1986 Carolina pub. 


Ghislaine Skinner 87 Lynton Road, Acton W3 9HL. Assistant keeper/Wellcome Museum of the History of 
Medicine. Interests: History of anthropology/history of medicine/relation of anthropology to museums. 


Dr Vieda Skultans Department of Mental Health, University of Bristol, Bristol BS2 8DZ. Senior Lecturer in 
Mental Health. Interests: Spiritualism, spirit possession, narratives of suffering, maharashtra, nepal and baltic 
States. 


Natasha Solomons Fell Edge Farm, Straight Lane, Addingham, Mooreside, West Yorkshire, LS29 9JY. Medical 


Anthropologist, LSE. Interests: Child socialisation and gender. Director of the film ‘Doctors of Two Worlds’ 
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